Health Financial systems RAINBOW MENTAL HEALTH FACILIFY In Lieu of Form ¢M5-2552-10
This report is required by taw (42 USC 1395g; 42 CFR 413.20(b)). Falure to report can result im all interim FORM APPROVED

payments made since the beginning of the cost reporting period being deemed overpayments (42 usc 1395g). OMB NO. 0938-0050
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION provider CCN: 174010 | Period: worksheet s
AND SETTLEMENT SUMMARY From 07/01/2011} Parts I-III

To  06/30/2012 | Date/Time Prepared:
12/27/2012 8:35 am

[PART T - 'COST REPORY STATUS : R L _ E _ .
Provider 1. [ X JElectronically f11ed cost report Date: Time:

use only 2. [ Jmanually submitted cost report
3.[ 0 JIf this is an amended report enter the number of times the provider resubmitted this cost report
4.[ F ]Medicare utilization. Enter "F" for full or "L" for low, L
contractor 5.[ 1 ]cost Report Status 6, Date Received: 10.NPR Date:
use only (1) As submitted 7. contractor No, . . 11.contractor's Vendor Code: 4
(2) settled without audit 8. [ N ]Initial Report for this Provider CCNJ12.[ O JIf line 5, column 1 is 4: Enter
{3) settled with Audit 9. [ N 1Final Rreport for this Provider CcN number of times reopened = 0-9.
(4) Reopened
(5) Amended

EPART TT = CERTIFICATION — - — - - S T . S
MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS COST REPORT MAY BE PUNISHABLE BY CRIMINAL CIVIL AND
ADMINISTRATIVE ACTION, FINE AND/OR IMPRISONMENT UNDER FEDERAL LAW. FURTHERMORE, IF SERVICES IDENTIFIED IN THIS REPORT WERE
PROVIDED OR PROCURED THROUGH THE PAYMENT DTIRECTLY OR INDTRECTLY OF A KICKBACK OR WERE OTHERWISE ILLEGAL, CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FEINES AND/OR IMPRISONMENT MAY RESULT.

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S)

I HEREBY CERTIFY that I have read the above certification statement and that I have examined the accompanying
elactronically filed or manually submitted cost report and the Balance Sheet and Statement of Revenue and
Expenses prepared by RAINBOW MENTAL HEALTH FACELITY ( 174010 ) for the cost reporting period beginning
07/01/2011 and ending 06/30/2012 and to the best of my knowledge and belief, this report and statement are true,
correct, complete and prepared from the books and records of the provider in accordance with appliicable
instructions, except as noted. I further certify that I am familiar with the laws and regulations regarding the
provision of health care services, and that the services identified in this cost report were provided in
compliance with such laws and regulations.

(Signed)
officer or Administrator of Provider(s)
Title
pate
‘Cost Center-Description: " o ~Title v Part A Part B CHIT ) ritle XX
) - o o 1.00 2.00 ] 3.00 4.60 o 50000
PART ITI - SETTLEMENT SUMMARY : e :
1.00 |Hospital 0 31,869 0 0 109,436] 1.00
2.00 |subprovider - IPF 0 0 0 0} 2.00
3.00 |subprovider - IRF 0 0 [t 0 3.00
4.00 [SUBPROVIDER I 0 0 0 0| 4.00
5.00 jswing bed - SNF 0 0 0 0| 5.00
6.00 {swing bed - NF 0 0| 6.00
7.00 [SKILLED NURSING FACILITY 0 0 0; 0| 7.00
8.00 |NURSING FACILITY 0 0] 8.00
9.00 |HOME HEALTH AGENCY I 0 0 0 0 9.00
10.00 |RURAL HEALTH CLINIC I 0 0 0} 10.00
11.00 |FEDERALLY QUALIFIED HEALTH CENTER I 0 0 0] 11.00
12.00 |[CMHC I 0 0 0f 12.00
200.00{Total 0 31,869 0 0 109,436 200.00

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information un1ess it
displays a valid OMB control number, The valid OMB control number for this information collection is 0938-0050. The time
required to complete and review the information collection is estimated 673 hours per response, including the time to review
instructions, search existing resources, gather the data needed, and complete and review the information collection. IF vou
have any comments concerning the accuracy of the time estimate(s) or suggestions for improving the form, please write to: CMS,
7500 security Boulevard, Attm: PRA Report Clearance Officer, Mail Stop €4-26-05, Baltimore, Maryland 21244-1850,

MCRIF32 - 3.2.135.0




Health Financial Systems __RAINBOW MENTAL REALTH FACILITY In Lieu of Form CM$~2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA provider CCN: 174010 |Period: worksheet $-2
From 07/01/2011 | Part ¥
To  06/30/2012 | pate/Time Prepared:
B 12/27/2012 B:35 am
Hospita1 and Hosp1ta1 ‘Health care comp1ex Address: T o
1.00 [Street: 2205 WEST 36TH AVENUE PO Box: 1.00
2.00 City: KANSAS CITY State: Ks Zip Code: 66103 County: WYANDOTTE 2,00
ST e R “Component. Name . con focesa lprovider]| . pate  -]payment-System (P,
S e Number i Number | Type |Certified] "'T, 0, '0r N)Y . |"
N DR RISl T R T Vv o Ixvrrrd xix |-
o feel : P o1, 00 TR C2.00--7].3.00 41 4,00 5.00 6.00 [.7.006'} 8.00 | -
Hospital and Hospital-8ased Component Identification; = 7 0w lllolyn i7mm 7ot T R
3.00 [Hospital RAINBOW MENTAL HEALTH 174010 | 28140 4 07/01/1998; W p o 3.00
FACILITY
4.00 |subprovider - IPF 4.00
5.00 |[subprovider - IRF 5.00
6.00 subprovider - (Other) 6.00
7.00 iswing Beds - SNF 7.00
8.00 ![swing Beds - NF 8.00
9.00 (Hospital-Based SNF 9.00
10.00 |Hospital-Based NF 10.00
11.00 |[Hospital-Based OLTC 11.00
12.00 Hospital-Based HHA 12.00
13.00 |Separately Certified ASC 13.00
14.00 |Hospital-Based Hospice 14.00
15.00 Hospital-Based Health Clinic - RHC 15.00
16.00 |Hospital-Based Health Clinic - FQHC 16.00
16,01 [Hospital-Based Health Ciinic - FQHC 16.01
1
16.02 Hospital-Based Health Clinic - FQHC 16.02
2
17.00 [Hospital-Based (CMHC) 1 17.00
18.00 [Renal Dialysis 18.00
19.00 jother 19.00
T From: LT B
L L - 1,00 2,00
20.00 (cost meporting period (mm/dd/yyyy) 07/01/2011 06/30/2012 20.00
21.00 |Type of control (see instructions) 10 21.00
tnpatient PPS Information L e e R : R
22.00 jpoes this facility qualify for and is it current1y rece1v1ng payments for N N 22.00
disproportionate share hospital adjustment, in accordance with 42 CFR §412.1067 1In
column 1, enter "Y" for yes or "N" for no. Is this facility subject to 42 CFR Section
§412.06(c)(2)(Pickle amendment hospital?)} In column 2, enter "Y" for yes or "N" for no.
23.00 which methed is used to determine Medicaid days on lines 24 and/or 25 below? In column 2 N 23.00
1, enter 1 if date of admission, 2 if census days, or 3 if date of discharge. Is the
method of identifying the days in this cost reporting period different from the method
used in the prior cost reporting period? 1In column 2, enter "¥" for ves or "n" for no.
T L B corislorh-state | In-state ] outsef | [ out-of | Medicaid | other
‘Medicaid-{ Medicaid.i: State | 'State HMO days. | Medicaid
] ~eiigible’] Medicaid | Medicaid Coia] i days
unpaid o paid days | eligible L
O - -days : ] unpaid SO .
L Com : : ST LT 1:00 2.00 - 3.00 4.00. 5,00 7T 6.00 S
24.00 {1f this provider is an IPPS hospital, enter the 0 0 0 0 0 0] 24.00
in-state Medicaid paid days in col. 1, in-state
Medicaid eligible unpaid days in col. 2,
out-of-state Medicaid paid days in col. 3,
out-of-state Medicaid eligible unpaid days in col.
4, Medicaid HMO paid and eligible but unpaid days in
column 5, and other Medicaid days in column 6.
25.00 {1f this provider is an IRF, enter the in-state 0 0 0 0 0 0| 25.00
Medicaid paid days in col. 1, the in-state Medicaid
eligible unpaid days in col. 2, out-of-state
Medicaid days in col. 3, out-of-state Medicaid
etigible unpaid days in col. 4, Medicaid HMO paid
and eligible but unpaid days in col. 5, and other
Medicaid days in col. 6 .
- ST urban/Rural S|pate of Geogr
: : R  ERT  F : - . .00 | 2,00 ) -
26.00 [Enter your standard geographic classification (hot wage) status at the beginning of the 1 26,00
cost reporting period. Enter "1" for urban or "2" for rural.
27.00 |Enter your standard geographic classification (not wage) status at the end of the cost 1 27.00
reporting period. Enter in column 1, "1" for wurban or "2" for rural. If applicable,
enter the effective date of the geographic reclassification in column 2.
35.00 ixf this ¥s a sole community hospital (SCH), enter the number of periods SCH status in 0 35.00
... leffect in the cost reporting period. . R
IR s : : Beginning: Ending:
: ' i IR R ) 2.00
36.00 [Enter applicable beginming and ending dates of SCH status. Subscript 1inme 36 for number 36.00
of periods in excess of one and enter subsequent dates.

MCRIF32 - 3.2.135.0




Health Financial Systems RAINBOW MENTAL HEALTH FACILITY In Lieu of Form CMS-2552-10
HOSPITAL AND HOSPLITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 174010 |Period: vorksheet 5-2

from 07/01/2011( Part I

To 06/30/2012 | Date/Time Prepared:
12/27/2012 B8:35 am

- Beginning: Ending:
L TR St R I R 1,00 2,00 . :
37.00 |1f this is a Medicare dependent hospital (MDH), enter the number of periods MDH status 0l 37,00
in effect in the cost reporting period.
38.00 [Enter applicable beginning and ending dates of MDH status. Subscript line 38 for number 38.00

of periods in excess of one and enter subsequent dates. | i i
. o — T T Vv Tharrn ] T xex
{00 [ 2.60 [3.00

Prospect1ve Payment System (PPS)- Cap1ta1

45.00 poes this facility qualify and receive Capital payment for d1sprop0rt1onate share in accordance N N [ N 45.00
with 42 CFR Section §412.3207 (see instructions)}

46.00 {Is this facility eligible for additional payment exception for extraordinary circumstances N N N 46.00
pursuant to 42 CFR §412.348(f)? If yes, complete wWorksheet L, Part III and £-1, Parts I through
III.

47.00 |15 this a new hospital under 42 CFR §412.300 pPPS capital? Enter "y for yes or "N" for no. N N N 47,00
48.00 |1s the facility electing fu1} federa] cap1ta1 payment7 Enter "Y" for yes ar "N" for no. N N N 48.00
meaching Hospitals o
56.00 15 this a hospital involved in tra1n1ng residents in approved GME programs? Enter "vY" for yes N 56.00

or "N" for no.
57.00 {xf line 56 is yes, is this the first cost reporting pariod during which residents in approved 57.00

GME programs trained at this facility? Enter "v" for yes or "N for no in column 1. If column 1
is "¥" did residents start training in the first month of this cost reporting period? Enter "v"
for yes or "N for no in column 2. If column 2 is "v", complete Worksheet E-4. If column 2 is
"N", complete worksheet D, Part IIX & IV and 0-2, Part XI, if applicable.

58.00 [1f Tine 56 is yes, did this facility elect cost reimbursement for physicians' services as 58.00
defined in CMS pub. 15-1, section 21487 If yes, complete Worksheet D-5.
59.00 |are costs claimed on Tine 100 of worksheet A? 1If yes, complete Worksheet p-2, Part I. N 59.00
60.00 jare you claiming nursing school and/or atlied health costs for a program that meets the N 60.00
provider-operated criteria under §413.857 Enter "Y" for yes or “N" for no. (see instructions)
: o : A S TR DRI EEIEANE Y/ IME Average Direct GHME |-
B Average . ¢
61.00 [pid your facility receive additiomal FTE slots under ACA section 550372 N 0.00 0.00] 61.00

Enter “vY" for ves or "N" for no in column 1. 1If “v¥", effective for
portions of cost reporting periods beginning on or after July 1, 2011
enter the average number of primary care FTE residents for IME in column
2 and direct GME in column 3, from the hospital's three most recent cost
reports ending and submitted before March 23, 2010. (see ipnstructions)
IACA ‘Provisions Affecting the Health Resources and Services Administration (HRSA) : .
62.00 |[Enter the number of FTE residents that your hospital trained in this 0. 00| 62.00
cost reporting period for which your hospital received HRSA PCRE funding
(see instructions)
62.01 [Enter the number of FTE residents that rotated from a Teaching Health 0.00 62.01
Center (THC) into your hospital during in this cost repoerting period of
HRSA THC program. (see instructions)
ITeaching Hospitals that Claim Residents in Non-Provider.Settings: L .
63.00 Has your facility traimed residents in non-provider 5ett1ngs during thls N 63.00
cost reporting peried? Enter "¥Y" for yes or "N" for no in column 1, If
_iyes, complete lines 64-67. (see instructions) _ S

e v e e T umweighted | unweighted -[Ratio (col. 1/ o

FIES CFTEs in . oj(eol. 1 + col.
Nonprovzder ~ - Hospital N
JSite. ﬂ:.. L

: : 1 -:1 00 S 2.00 3.00
Sect1on 5504 -of . the ACA: Base vear FTE Residents Tn Nonprov1der settwngs— Th1s base year is your cost report1ng
period that begins on oF after’ Juiy 1, 2009 and before June 3¢, 2010. %" o )
64.00 [Enter in column 1, if line 63 is yes, or your facility trained res1dents 0 00 0.00 0. 000000 64.00
in the base year period. the number of unweighted non-primary care
resident FTEs attributable to rotations occurring in all non-provider
settings. Enter in column 2 the number of unweighted non-primary care
restdent FTEs that trained in your hospital. Enter 1in column 3 the ratio
of (co1umn 1 d1v1ded by (column 1 + column 2)). (see instructions)

: Program Name . .°1 ' Program Code Unweighted unweighted Ratio (col. 3
PR FTEs FTES in, (col, 3 + col.
Nonprovider | . Hospital - 4))
L T o csite. - ) ¢
~1.00 2200 e 3,00 ~4.00 5.00

MCRIF3Z - 3.2.135.0




Health Financial Systems

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

RAENBOW MENTAL HEALTH FACIEITY

In Lieu of Form CMS-2552-10

Provider CCN: 174010

To

Period:
From 07/01/2011
06/30/2012

worksheat 5-2
Part I

pate/Time Prepared:
12/27/2012 8:35

am

Program Name .

- brogram.Code - ©:

~Unweighted -
CTETES
Nonprovider

Site -

* Unweighted |
SoFTES iR
+ Hospital: . .

“i(col. 3 + col.

ratio {(col. 3/]

433

1.00

2.00

3.00 ©

114.°0~.

5.900

Enter in column 1, 1if 1ine 63
is yes, or your facility
trained residents in the base
year period, the program name.
Enter in column 2 the program
code, enter in column 3 the
nusmber of unweighted primary
care FTE residents attributable
to rotations occurring in all
non-provider settings. Enter in
coluemn 4 the number of
unweighted primary care
resident FTEs that trained in
your hospital. Enter in column
5 the ratio of (column 3
divided by (column 3 + column

0.00

0.00;

0.000000{ 65.

4)). (see instructions)

Unweighted
FTES
Nonprovider

Site X

Unweighted
“FTES -in
Hospita1

ratio {col. 1
{col, 1 +- co]
2))

1.60

2 00

3,00

66.00

Sectton 5504 of the -ACA: Current: Year FTE Res1dents in Nonprov1der sett}ngs——Effect]ﬁe
beg1nn1ng on or ‘after July. 1,°2010.° )

for-cest repo

rting periods

gnter in column 1 the number of unwe1ghted non-primary care resident
FTEs attributable to rotations occurring in all non-provider settings.
Enter in column 2 the number of unweighted non-primary care resident

FTEs that trained in your hospital.

eEnter in column 3 the ratio of

(see instructions)

000

0.00

0.000000

66.00

(column 1 d1v1ded by (co1umn 1 + column 2)),
B Pregram Name

. Program Code .

“Unweighted
FTES .

Monprovider:
TG te

Unweighted:
“FYEs ‘in
“Hospital -

Ratio €col. 3/
(col: 3+ col.
B

72,00

73,00

0.00

400
0.00)

5.00
0.000000]

67.00

67.00

If 1ine 63 is ves, then, for
each primary care residency
program in which you are
training residents, enter in
column 1 the program name.
Enter in column 2 the program
code. Enter in column 3 the
number of unweighted primary
care FTE residents attributable
to rotations that occurred in
nonprovider settings for each
appiicable program, E&nter in
column 4 the number of
unweighted primary care FTE
residents in your hospital for
each applicable program, Enter
in column § the ratio of column
3 divided by the sum of columns
3 and 4. Use subscripted lines
67.01 through 67.50 for each
additional primary care
program. If you operated a
primary care program that did
not have FTE residents in a
nonprovider setting, enter zero
in column 3 and complete all
other columns for each

lapplicable pregram.

T

70.00
71.00

xnpat1ent Psych1atr1c Faci11ty PPS

i 1.00% 2.00 1;;90

Enter "¥" for yes or "N" Tfor no.

respectively in coltumn 3.

program in existence, enter 5.

report filed on or before November 15, 20047

Is this facility an Inpatfent psychiatric Facility (IrF), or does 1t contain an IPF subprov1der7 Y

If column 2 is ¥, enter 1, 2 or 3
(see instructions) If this cost reporting period covers the beginning
of the fourth year, enter 4 in column 2, or if the subsequent academic years of the new teaching
(see instructions)

If Tine 70 yes: Column 1: Did the facility have a teaching program in the most recent cost N
Enter "¥" for yes or "N" for nc. Column 2: pid
this facility train residents in a new teaching program in accordance with 42 CFR §412.424

(I (IiiY(P)? Enter "Y" for yes or "N" for no. Column 3:

MCRIF32 - 3.2.135.0
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Health Financial Systems RAINBOW MENTAL HEALTH FACTLITY In Lieu of Form CMs5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA provider CON: 174010 |pPeriod: wWorksheet 5-2
From 07/01/2011 | part T
To 06/30/2012 | Date/Time Prepared:
§ 3 t2/2?/2012 8:35 am
| 1:00°| 3,90 {3.00
Inpat1ent Rehab111tatlon Fac111ty PES v : :
75.00 {1s this facility an Inpatient Rehab111tat1on Fac1?1ty (IRF), or does it conta1n an IRF N 75.00
subprovidar? Enter "Y" for yes and "N" for no.
76.00 (If Tine 75 yes: Column 1: pid the facility have a teaching program in the most recent cost 0 76.00
reporting period ending on or before November 15, 20047 Enter "Y" for yes or "N" for no. Column
2: Did this facility train residents in a new teaching program in accordance with 42 CFR
§412.424 (dY(1)(i1i)(D)? Enter "Y" for yes or "N" for no. Column 3: If column 2 is ¥, enter 1, 2
or 3 respectively in column 3. (see instructions) If this cost reporting period covers the
beginning of the fourth year, enter 4 in column 3, or if the subsequent academic years of the
__Inew teaching program in existence, enter 5. (see instructions)
Long Term care Hospita1 PPS : : o o N ot
80.00 [rs this a long term care, hosp1ta1 (LTCH)7 Enter "Y" for yes and “N" for no. N 80.00
[FEFRA Providers - : - R
85.00 (15 this a new hosp}ta? under 42 CFR Section §413 40(f)(1)(1) TEFRA7 Enter "Y" for yes or "N" for no. N 85.00
86.00 [Did this facility establish a new Other subprovider (excluded unit) under 42 CFR Section 86.00
§413 40(f)(1)(11)7 Enter "y for yes and "N" for no.
R SRR S 100" 500
T1t1e V or- XIx Inpat1ent Serv1ces ; o T I M DN CRETE
90.00 [poes th1s fac111ty have title v and/or XIX 1npat1ent hospital serv1ces? Enter "Y“ for N Y 90.00
yes or "N" for no in the applicable column.
91.00 |1s this hospital reimbursed for title v and/or XIix through the cost report either in N N 91.00
full or in part? Enter "Y" for yes or "N" for no in the applicable column.
92.00 fare title XIX NF patients occupying title XVIII SNF beds (dual certification)? (see N 92.00
instructions) Enter "¥" for yes or "N" for no in the applicable column.
33.00 [poes this facility operate an ICF\MR facility for purposes of title v and XIX? Enter N N 93.00
""" for yes or "N" for no in the applicable column.
94,00 poes title v or XIX reduce capital cost? Enter "¥" for yes, and "N" for no in the N N 94.00
applicable column.
95.00 [1f 1ine 94 is "¥", enter the reduction percentage in the applicable column. 0.00] 0.00, 95.00
96.00 |poes title Vv or XIX reduce operating cost? Enter "Y" for yes or "N" for no in the N N 96.00
applicable column.
97.00 {1f Tine 96 is "¥", enter the Ieduct10n percentage in the applicable co1umn 0.00, Q.00 97.00
Rural Providers: T e
105.00|poes this hospital qua11fy as a Cr1t1ca1 Access Hosp1ta1 (CcAn)? N 105.00
106.00/1f this facility qualifies as a CAH, has it elected the all-inclusive method of payment 106.00
for outpatient services? (see 1nstructions)
107.00,Ccotumn 1: If this facility qualifies as a CaH, is it eligible for cost reimbursement 1067.00
for I &R training programs? Enter "Y" for yes or "N" for no in column 1, (see
instructions) If yes, the GME elimination would not be on worksheet &, Part I, column
25 and the program would be cost reimbursed. If yes complete Worksheet D-2, Part II.
column 2: If this facility is a CaH, do I&Rs in an approved medical education program
train in the CaH's excluded IPF andfor IRF unit? Enter "y for yes or "N" for no in
column 2. (see instructions)
108.00/rs this a rural hospital qualifying for an exception to the CRNA fee schedule? See 42 N 108.00
CFR Section §412.113(c). Enter “Y" for yes or "N“ for no.
Sl - P LI T Physical Occupational speech Respiratory
o i B I 1 S I I L0 T2.00 o 3,00 4.00
109.00i1f this hospital qualifies as a CAH or a cost provider, are 109.00
therapy services provided by outside supplier? Enter "v"
_ifor yes or "N for no for each therapy.
M1sce11aneous COst Reporting Information L : o . S B
115.00/1s this an all-inclusive rate provider? Enter "y" for yes or "N" For no ih co]umn 1. 1f yes, N 0 |115.00
enter the method used (A, B, or E only) in column 2. If column 2 is "€E", enter im column 3
either "93" percent for shnrt term hospital or "98" percent for long term care (includes
psychiatric, rehabilitation and long term hospital providers) based on the definition in cms
15-1, §2208.1,
116.00iIs this facility classified as a referral center? Enter "Y" for yes or "N" for no. N 116.00
117.00(ts this facility legally-required to carry malpractice insurance? Enter “Y" for yes or “N" for Y 117.00
no.
118.00{Ts the malpractice insurance a claims-made or occurrence policy? Enter 1 if the policy is 1 118.00
claim-made. Enter 2 if the policy is occurrence.
L e Premiums Losses ] insurance
- : 1 00 2.00 3.00
118.01h1st amounts of malpract1ce prem1u s“and pa}d 1osses ______ 13,561 0 0118.01
R AL i SR 1.00 2.00
118.02Are ma1practice premiums and paid 1osses reported in a cost center other than the N 118.02
ladministrative and General? If yes, submit supporting schedule Tisting cost centers
and amounts contained therein.
119.00,00 NOT USE THIS LINE 119.00

MCRIF3Z2 - 3.2.135.0




Health Fipancial Systems

RATHROW MENTAL HEALTH FACILITY

In Lieu of Form CM$-2552-10

HOSPITAL AND HOSPETAL HEALTH CARE COMPLEX IDENTiFICATION DATA

Provider CCN: 174010

Period:
From 07/01/2011

Worksheet 5-2
Part I

To 06/30/2012 | pate/Time Prepared:
12/2?/2012 8: 35 am
R : N R : . ST T 1,60 2. oo Ll
120.00iEs this a SCH or EACH that qualifies for the cutpatient Hold Harmless provision in ACA N N 120.00
§3121 and applicable amendments? (see instructions) enter in column 1 "¥" for yes or
"N" for no. Is this a rural hospital with < 100 beds that qualifies for the outpatient
Hold Harmless provision in ACA §3121 and applicable amendments? (see instructions)
Enter in column 2 "y" for yes or "N" for no.
121.00pid this facility incur and report costs for implantable devices charged to patients? N 121.00
Enter "v" for ves or "N" for no.
Transplant Center Information:
125.00poes this facility operate a transplant center? Enter "Y" for yes and “N* for no. If N 125.00
yes, enter certification date(s) (mm/dd/yyyy) below.
126.00/1f this is a Medicare certified kidney transplant center, enter the certification date 126.00
in column 1 and termination date, if applicable, in column 2.
127.00/1f this is a Medicare certified heart transplant center, enter the certification date 127.00
in column 1 and termination date, if applicable, in column 2.
128.00ixf this is a Medicare certified liver transplant center, enter the certification date 128.00
in column 1 and termination date, if applicable, in column 2.
129,001f this is a Medicare certified lung transplant center, enter the certification date in 129.00
column 1 and termination date, if applicable, in column 2.
130.00/xf this is a Medicare certified pancreas transplant center, enter the certification 130.00
date in coluemn 1 and termination date, if applicable, in column 2.
131.001f this is a Medicare certified intestinal transplant center, enter the certification 131,00
date in column 1 and termination date, if applicable, in column 2.
132.001f this is a Medicare certified islet transplant center, enter the certification date 132.00
in column I and terminaticn date, if applicable, in column 2.
133.00|If this is a Medicare certified other transplant center, enter the certification date 133.00
in column 1 and termination date, if applicable, in column 2.
134.00[1f this is an organ procurement organization (orP0), enter the OPO number in column 1 134.00
land termination date, if app11cab1e, in co1umn 2.
iAl11 -Providers . Lo
140.00Are there any related organ1zat1on or home off1ce costs as def]ned in eMS Pub. 15-1, Y 140.00
chapter 107 Enter "y" for yes or "N" for no in column 1. If yes, and home office costs
are c1a1med enter_in column 2 the home off1ce chain number. {(see instructions)
....... BB 100 : . S2L00 ; Vo 23,00
If th1s fac111ty is part of a cha1n organization, enter.on Tines. 141 through 14 the ‘name: and address of the
hore office and enter the home office contractor name and contractor number.
141.00|Name: SOCIAL & REHABILITATION Contractor's Name: WISCONSIN PHYSICIAN Contractor s Number:SZOl 141.00
SERVICES SERVICES
142.00{Street: 915 HARRISON PO BOX: 142.00
143,00/city: TOPEKA State: Zip Code: 66612 143.00
i ST SR 1.00 T
144.00are provider based physicians' costs included in wWorksheet A? Y 144.00
145.00/1f costs for renal services are claimed on worksheet A, Tine 74, are they costs for inpatient N 145.00
services only? Enter "y" for yes or "N" for no. .
146.00[Has the cost allocation methodology changed from the previously filed cost report? N 146.00
Enter "y" for yes or "N" for no in column 1. (See CMS pub. 15-2, section 4020) If vyes,
enter the approval date (mm/dd/yyyy) in column 2,
147 .00was there a change in the statistical basis? Enter "Y" for yes or "N" for no. N 147.00
148.0 Mas there a change in the order of allocation? enter “Y" for yes or "N" for no. N 148.00
149.0 Pas there a change to the simplified cost finding method? Enter "y" for yes or "N" for N 149.00
part A ] Part B Tit]e V. Title XIX
- 3 21,00 i 2.00 3.00 - 4.00
Does th1s facility contdin’a prov1der that qua11fies For an, exemption from the app11cat1on of the lower of costs.
or. charges? Enter "¥" for ves or "N" for no for each component for pPart A and Part 8. (See 42 CFR-§413.13) -
155.00Hospital N N N 155.00
156.00/subprovider - IPF N N N N 156.00
157.00/subprovider - IRF N N N N 157.00
158. 00/SUBPROVIDER 158.00
159. 00{SNF N N N N 159.00
160.00WOME HEALTH AGENCY N N N N 160.00
161.00,CMHC N N N 161.00
1.00
Mu1t1campus . : ) ]
165.00{Is this hospital part of & Mu1t1campus hosp}ta] that has one or more campuses in different CBSAs? N 165.00
Enter "y" for yes or "N" for no. . e e
: : : : : Name - - [ County State | zip code | c8sa FTE/Campus
i e "1.00 2,00 | 3,00 ] 4.00 ~5.00
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Health Financial Systems RAINBOW MENTAE HEALTH FACILITY In Lieu of Form cM5-2552-10
HOSPITAL AND HOSPLITAL HEALTH CARE COMPLEX IDENTIFECATION DATA provider CCN: 174010 |pPeriod: worksheet §-2
From 07/01/2011 | Part I
To  06/30/2012 | bate/Time Prepared:
] - ~ 12/27/2012 8:35 am
oMame oo CUgeunty Y State | Zip Code CBSA _FTE/Campus L
o 1,00 ] 200 103,00 Y 4,00 4T 5,00

166.00/If 1ine 165 is yes, for each 0.00{166.00

campus enter the name in column

0, county in column 1, state in

column 2, zip code in column 3,

CBSA in column 4, FTE/Campus in
column 5

00

Health Information Technology (HIT) “incentive:in the American -Recovery and Reinvestment Act
167.00ixs this provider a meaningful user under Section §1886(m)? Enter "Y" for yes or “N" for no. N 167.00
168.00|1f this provider is a CAH (line 105 is "v") and is a meaningful user {line 167 is "¥"), enter the (0168.00
reasonable cost incurred for the HIT assets (see instructions)
169.00[1f this provider is a meaningful user (Fine 167 is "y") and is not a ¢ad (Tine 105 is "N"), enter the 0.00169.00

transition factor. (see instructions)

MCRIF32 - 3.2.135.0




Health Financial Systems RAINBOW MENTAL HEALTH FACILITY

In Lieu of Form CM$-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE Provider CCN: 174010 |peri

od; worksheet 5-2
From 07/01/2011 Part I
To  06/30/2012 | pate/Time Prepared:

12/27/2012 8:35 am
: ‘ i ‘Y/N l pate L N
IR R R N

Genera] tructio
min/dd/yyyy. format..n

Enter Y for a]] YES responses. Enter N for@_l] HO responses

‘Enter:al] dates in the .. -~ =~

COMPLETED BY ALL! HOSPITALS

Provider Organization and oOperation -

1.00 iHas the provider changed ownership 1mmed1ate1y prior to the beg1nn1ng of the cost N

1.

00

report1nq per1od? if yes, enter the date of the change in co1umn 2. (see 1nstruct1ons)

YN ‘Date

v/I

1.00 2.00

3.00

Has the provider terminated participation in the Medicare program? If N
yes, enter in celumn 2 the date of terminatiom and in column 3, "v" for
voluntary or "I" for involuntary.

Is the provider involved in business transactions, including management N
contracts, with individuals or entities (e.g., chain home offices, drug
or medical supply companies) that are related to the provider or its
officers, medical staff, management personnel, or members of the board
of directors through ownership, control, or family and other similar

2.00

3.00

.00

.00

re1atiopships? (sge ins;rugtions)

Y/N Type

Date

2,00

3.00

: 1.00
F1nanc1a¥ Data and Reports T

4.00 [Column 1: Were the financial statements prepared by a Certified public N
Accountant? Column 2: If yes, enter "A" for audited, "C" for Compiled,
or "R" for Reviewed. Submit complete copy or enter date available in
column 3. (see instructions) If no, see instructions.

5.00 [Are the cost report total expenses and total revenues different from N

.00

.00

those on the filed financial statements? If yes, submit reconciliation.
% e 0

Legal- Oper.

1.00

~2.00

IApproved Educat!una1 Activ1t1es

Column 1: Are costs claimed for nursing schoo1? co1umn 2 if yes, is the provider is N
the legal operator of the program?
Are costs claimed for Allied Health Programs? If "Y" see instructions. N
were nursing school and/or allied health programs approved and/or renewed during the N
cost reporting period? If yes, sea instructions.
are costs claimed for Intern-resident programs claimed on the current cost report? If N
yes, see instructions.
was an Intern-Resident program been initiated or renewed in the current cost reporting N
period? If yes, see instructions.
Are GME cost directly assigned to cost centers other than I & R in an Approved N

10.

11.

.00

.00
.00

.00

0o

oo

Teaching Program on Worksheet A? If yes, see instructions.

CX/N

1.90

Bad Debts

12.00
13.00

Is the prov1der seek1ng re1mbursement for bad debts7 If yes, see 1nstruct10ns
If 1ine 12 1is yes, did the provider's bad debt collection policy change during this cost reporting
period? If yes, submit copy.

14.00 |If Tine 12 is yes, were patient deductibles and/or co- payments wa1ved7 If yes, see 1nstructions

Bed .Complement . .7

12,
13.

14.

15,

00
00

00

15.00 IDld tota1 heds ava11abTe change from the pr1or cost report1ng per1od? If yes. see 1nstruct1ons

Part A

Description - ..oate

00

0 T 2.00

PS&R Data

09/28/2012

was the cost report prepared us1ng the PS&R Y
Report only? If either column 1 or 3 is yes,
enter the paid-through date of the PS&R

16.00

Report used in columns 2 and 4 .(see
instructions)

was the cost report prepared using the PS&R N
Report for totals and the provider's records
for allocation? If either column 1 or 3 is
yes, enter the paid-through date in columns
2 and 4, (see instructions)

If Tine 16 or 17 is yes, were adjustments N
made to PS&R Report data for additional
claims that have been billed but are not
included on the PS&R Report used to file
this cost repert? If yes, see instructions.
if 1ine 16 or 17 is ves, were adjustments N
made to PS&R Report data for corrections of
other PS&R Report information? If yes, see
instructions.

If Tine 16 or 17 is yes, were adjustments N
made to PS&R Report data for Other? Describe
the other adjustments:

17.00

18.00

19.00

20.00

16.

17.

18

19,

20.

00

00

.00

00

00

MCRIF32 - 3.2.135.0




Health Fipancial Systems

RATINBOW MENTAL HEALTH FACILITY

_In Lieu of Form CMs-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE Provider cc: 174010 |perio

From 07/01/2011
To  06/30/2012

worksheet s-2
Part 1Y

pate/Time Prepared:
12/27/2012 8:35 am

o rr “Part A
G pescription. U b U YN Uk pate
PR Dz e e N : . o . : ; 41,00 U200 o

21.00 |was the cost report prepared only using the N 21.00
provider's records? If yes, see
instructions.

1.00

COMPLETED BY COST REIMBURSED AND TEFRA HOSPITALS ONLY (EXCEPT CHILDRENS HOSPITALS)
Capital -Related Cost -~ °

22.00 JHave assets been relifed for medicare purposes? If yes, see instructions N 22.00

23.00 iHave changes occurred in the Medicare depreciation expense due to appraisals made during the cost N 23.00
reporting period? If yes, see instructions,

24.00 iwere new leases and/or amendments to existing leases entered into during this cost reporting period? N 24.00
If yes, see instructions

25.00 ;Have there been new capitalized leases entered into during the cost reporting period? If yes, see N 25.00
instructions.

26.00 |were assets subject to Sec.2314 of DEFRA acquired during the cost reporting period? If yes, see N 26.00
instructions.

27.00 |Has the provider's capitalization policy changed during the cost reporting period? If yes, submit N 27.00
copy.
interest:Expense ; s : : :

28.00 |were new loans, moitgage agreements or 1etters of cred1t entered into dur1ng the cost report1ng N 28.00
period? If yes, see instructions.

29.00 |pid the provider have a funded depreciation account and/or bond funds (Debt Service Reserve rFund) [ 29,00
treated as a funded depreciation account? If yes, see instructions

30.00 |Has existing debt been replaced prior to its scheduled maturity with new debt? If yes, see N 30.00
instructions.

31.00 [Has debt been recalled before scheduled maturity without issuance of new debt? If yes, see N 31.00
instructions.
pPurchased Services R : : :

32.00 |Have changes or new agreements occurred in pat1ent care services furntshed through contractua1 N 32.00
arrangements with suppliers of services? If yes, see imstructions,.

33.00 |If Tine 32 is yes, were the requirements of Sec. 2135.2 applied pertaiming to competitive bidding? If N 33.60
no, see instructions.
Provider-fased Physicians 70 : : L IR .

34.00 |Are services furnished at the provider fac111ty under an arrangement w1th prov1der -based phys1c1ans? N 34.00
If yes, see instructions.

35.00 |If Tine 34 is yes, were there new agreements or amended existing agreements with the provider-based N 35.00
physicians during the cost reporting period? If yes, see instructions. -

g E N K NS e T { Y/N " Date .
' : [ 1.00 2,00 - |

Home Office costs : - U o : : e N

36.00 |wWere home office costs claimed on the cost report? Y 36.00

37.00 |If Tine 36 is yes, has a home office cost statement been prepared by the home office? Y 37.00
If yes, see instructions.

38.00 iIf line 36 is yes , was the fiscal year end of the home office different from that of N 38.00
the provider? If ves, enter in column 2 the fiscal year end of the home office.

39,00 (1f Tine 36 is yes, did the provider render services to other chain components? If ves, N 39.00
see instructions.

40.00 {1f Tine 36 is yas, did the provider render services to the home office? If yes, see N 40.00
instructions, _

: 100 : 2.00 7

Cost Report Preparer Contact Informatton : T T e )

41.00 |Enter the first name, last name and the t1t1e/pos1t1on DAN MUFECH 41.00
held by the cost report preparer in columns 1, 2, and 3,
respectively.

42.00 |Enter the employer/company name of the cost report RAINBOW MENTAL MENTAL HEALTH 42.00
preparer.

43.00 [Enter the telephone number and email address of the cost |913-755-7019 DAN ., MUFICHROSH. KS . GOV 43.00
report preparer in columns 1 and 2, respectively.

MCRIF32 - 3.2.135.0




Health Financial Systems RAINBOW MENTAL HEALTH FACILITY In Lieu of Form CM5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE Provider CCN: 174010 | Period: worksheet s-2

From 07/01/2011 | Part II

To 06/30/2012 | pate/Time Prepared:
12/27/2012 8:35 am

PSER Data B B LT e el B . . T . . SR,

16.00 jwas the cost report prepared using the PS&R Y 09/28/2012 16.00
Report only? If either column 1 or 3 is yes,
enter the paid-through date of the PsS&Rr
Report used in columns 2 and 4 .(see
instructions)

17.00 |was the cost report prepared using the PS&R N 17.00
rReport for totals and the provider's records
for allocation? If either cotumn 1 or 3 1is
yes, enter the paid-through date in columns
2 and 4. (see instructions)

18.00 jIf 1ine 16 or 17 is yes, were adjustments N 18.00
made to PS&R Report data for additional
claims that have been billed but are not
included on the PS&R Report used to file
this cost report? If yes, see instructions.
19.00 |If Tine 16 or 17 is yes, were adjusiments N 19,00
made to PS&R Report data for corrections of
other PS&R Report information? If yes, see
instructions,

20.00 |If 1ine 16 or 17 is yes, were adjustments N 20.00
made to PS&R Report data for Other? pescribe
the other adjustments:

21.00 |was the cost report prepared only using the N 21.00
provider's records? If yes, see
instructi

300

Cost Report Preparer Contact Information . i B .
41,00 {Enter the first name, Tast name and the title/position INTERIM CFO 41.00
hetd by the cost report preparer in columns 1, 2, and 3,
respectively.

42.00 |Enter the employer/company name of the cost report 42.00
preparer.
43.00 |Enter the telephone number and email address of the cost 43.00
report preparer in cotumns 1 and 2, respectively.

MCRIF32 - 3.2.135.0



Health Financial Systems

_ . RAINBOW MENTAL HEALTH FACILITY

Non-CMS HFS worksheet

VOLUNTARY CONTACT INFORMATION provider CCN: 174010 |Period: worksheet 5-2

From 07/01/2011 | Part v

To  06/30/2012 | Date/Time Prepared:

1 _ 12/27/2012 8:35 am

Cost Report Preparer Contact information -~ - ' - L T
1.00 |First Name 1.00
2.00 |Last Name 2.00
3.00 |Title 3,00
4.00 |[eEmployer 4.00
5.00 |{pPhone Number 5.00
6.00 }(E-mail Address 6.00
7.00 [Department 7.00
8.00 |Mailing Address 1 8.00
9.00 |Mailing Address 2 9.00
10.00 |city 10,00
11.00 |state 11.00
12.00 |Zip 12.00
officer or Administrator of Provider Contact Information

13.00 |First Name DAN 13.00
14.00 jLast Name MUFICH 14.00
15.00 Title PROGRAM CONSULTANT 15.00
16.00 {Employer OSH 16.00
17.00 {Phone Number (813)755-7019 17.00
18.00 {E-mail Address DAN . MUFICHBOSH . KS . GOV 18.00
19.00 |pepartment 19.00
20,00 |Mailing Address 1 500 STATE HOSPITAL DRIVE 20.00
21,00 |Mailing Address 2 21.00
22.00 |City OSAWATOMIE 22.00
23.00 |State Ks| 23.00
24.00 |zip 66064 24,00

MCRIF3Z - 3.2.135.0




Health Financial Systems

RAINBOW MENTAL

HEALTH FACILITY.

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA

provider CCN: 174010

In Lieu of Form cMS-2552-10

period:
Frem 07/01/2011
To 06/30/2012

worksheat S-3
part I

pate/Time Prepared:

35 am

12/27/2012 8:

LTl LU cost Center-Deseription worksheet A .| No..:of Beds CAH Hours
e L R S Snb-Line Number | oot : ]
s L IR I Gt 00, 12,00 4.00 :
1.00 |Hospital Aduits & Peds. (columns 5, 6, 7 and 30.00 0.00 1.00

8 exclude swing Bed, Observation Bed and

Hospice days)
2.00 |uMo 2.00
3.00 |HMO IPF Subprovider 3.00
4.00 [HMO IRF Subprovider 4.00
5.00 |Hospital Adutts & peds. Swing Bed SNF 5.00
6.00 [Hospital Adults & peds. Swing Bed NF 6.00
7.00 [Total Adults and peds. (exclude observation 36 13,176 0.00 7.00

beds) (see instructions)
8.00 INTENSIVE CARE UNIT 8.00
9.00 {CORONARY CARE UNIT 9.00
10.00 {BURN INTENSIVE CARE UNIT 10.00
11.00 [SURGICAL INTENSIVE CARE UNIT 11.00
12.00 [OTHER SPECIAL CARE {(SPECIFY) 12.00
13.00 [NURSERY 13.00
14.00 [Total (see instructions) 36 13,176 0.00 14.00
15.00 [CAH visits 15.00
16.00 [SUBPROVIDER - IPF 16.00
17.00 |SUBPROVIDER - IRF 17.00
18.00 |SUBPROVIDER 18.00
19.00 {SKILLED NURSING FACILITY 44.00 0 0 19.00
20.00 |NURSING FACILITY 45.00 0, 0 20.00
21.00 |OTHER LONG TERM CARE 21.00
22.00 |HOME HEALTH AGENCY 101.00 22.00
23.00 |AMBULATORY SURGICAL CENTER {(D.P.) 115.00 23.00
24.00 [HOSPICE 116.00 0 0 24.00
25.00 |CMHC - CMHC 99,00 25.00
26.00 |RURAL HEALTH CLINIC 88.00 26.00
26.25 |FEDERALLY QUALIFIED HEALTH CENTER 89.00 26.25
26.26 |FQHC II 89.01 26.26
26,27 |FQHC III 89.02 26.27
27.00 [Total (sum of lines 14-26) 36 27.00
28.00 [observation Bed Days 28.00
29.00 (ambulance Trips 29.00
30.00 {Employee discount days (see instruction) 30.00
31.00 {Employee discount days - IRF 31.00
32.00 |[Labor & delivery days (see instructions) 32.00
33.00 |LTCH non-covered days 33.00

MCREF32 - 3.2.135.0




Health Financial Systems RAINBOW MENTAL HEAETH FACILITY o In Lieu of Form CMS-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA providar CCN: 174010 |Period: wWorksheet $-3

From 07/01/2011 [ part T

To  06/30/2012 | pate/Time Prepared:
12/27/2012 8:35 am

L/ oDays / Ofp visits [/ Trips o :
oncast Centef-Description : Title v. 1 Title 'XVIIL -} Title XIX:i “Total All .
e L b . ST T R ents
IR T S e S 5.00 5 . F 06,00 <17 7.00° | - 8.00- . |
1.00 [Hospital Adults & peds, (columns 5, 6, 7 and 1] 1,741 344 11,274 1.00
8 exclude swing Bed, Observation Bed and
Hospice days)
2.00 |HMO 0 0 2.00
3.00 |HMO IPF Subprovider 0 0 3.00
4.00 (HMO IRF Subprovider 0 0 4.00
5.00 jHospital Adults & Peds. Swing Bed SNF 0 0 0 0 5.00
6.00 jHospital Adults & peds. Swing Bed NF 0 0 0 6.00
7.00 [Total Adults and peds. (exclude observation 0 1,741 344 11,274 7.00
beds) (see instructions)
8.00 |[INTENSIVE CARE UNIT 8.00
9.00 |CORGNARY CARE UNIT 9.00
10.00 |BURN INTENSIVE CARE UNET 10.00
11.00 |SURGICAL INTENSIVE CARE UNIT 11.00
12.00 {OTHER SPECIAL CARE (SPECIFY) 12.00
13.00 |NURSERY 13.00
14.00 |Total (see instructions) 0 1,741 344 11,274 14.00
15.00 |CAH visits 0 0 0] 0 15.00
16.00 [SUBPROVIDER - IPF 16.00
17.00 |SUBPROVIDER - IRF 17.00
18.00 {SUBPROVIDER 18.00
19.00 ;SKIELLED NURSING FACILITY y 0 0 0 19.00
20.00 INURSING FACILITY 0, 0 0 20.00
21.00 [OTHER LONG TERM CARE 21.00
22.00 [HOME HEALTH AGENCY 0 0 0 0 22.00
23.00 [AMBULATORY SURGICAL CENTER (D.P.) 23.00
24 .00 |HOSPICE 0 0 o] 24.00
25.00 [CMHC -~ CMHC 0 0 0 0 25.60
26.00 |RURAL HEALTH CLINIC 0 0 0 0 26.00
26.25 | FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 26.25
26.26 |FQHC IX 0 0] [ 1] 26.26
26.27 |FQHC IIX 0 ; 0 0 26.27
27.00 [Total (sum of lines 14-26) 27.00
28.00 (observation Bed Days 0 0 0 28.00
29.00 [AambuTlance Trips 0 29.00
30.00 |Employee discount days (see instruction) 0 30.00
31.00 [Employee discount days - IRF 0 31.00
32.00 (Labor & delivery days (see instructions) 0 0 32.00
33.00 {LTCH non-covered days 0 33.00

MCRIF3Z -~ 3,2.135.0




Health Financial Systems RATNBOW MENTAL HEALTH FACILITY - In Lied of Form CMS-2552-10
HOSPLTAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 174010 |Period: vorksheet -3
from 07/01/2011;Part I
To  06/30/2012 | pate/Time Prepared:
12/27/2012 §:35 am

Fe1l Time Equwa1ents . pischarges
" Cost Center pescription : Tota1 Interns ] Employees On |, Nonpa‘!d o Title vy T1t1e XVIII
o s Ve & Residents Payreil - “workers. G
R SN S 9.00 10.00 0 11,00 12,00 13 00 -

1.00 |Hospital Adults & peds. (columns 5, 6, 7 and 0 109| 1.00

8 exclude swing Bed, Observation Bed and

Hospice days)
2.00 |[HMO 0f 2.00
3.00 |HMO IPF Subprovider 3.00
4.00 iHMO IRF Subprovider 4,00
5.00 iHospital Adults & Peds. Swing Bed SNF 5.00
6.00 jHospital Adults & Peds. Swing Bed NF 6.00
7.00 iTotal Adults and pPeds. (exclude observation 7.00

beds) {see instructions)
8.00 |[INTENSIVE CARE UNIT 8.00
9.00 |CORONARY CARE UNIT 9.00
10,00 |BURN INTENSIVE CARE UNIT 10.00
11,00 |SURGICAL INTENSIVE CARE UNIY 11.00
12.00 |OTHER SPECIAL CARE (SPECIFY) 12.00
13.00 |NURSERY 13.00
14.00 |Total (see instructions) 0.00 112.20 0.00 0] 109{ 14.00
15.00 [caH visits 15.00
16.00 |SUBPROVIDER - IPF 16.00
17.00 |SUBPROVIDER - IRF 17.00
18.00 |SUBPROVIDER 18.00
19.00 |SKILLED NURSING FACILITY 0.00| 0.00 0.00] 19.00
20.00 |NURSING FACTILITY 0.00 0.00 0.00 20.00
21.00 |OFHER LONG TERM CARE 21.00
22,00 |HOME HEALTH AGENCY D.00 0.00 0.00 22.00
23.00 [AMBULATORY SURGICAL CENTER (D.P,) 0.00 0.00 0.60 23.00
24,00 IHOSPICE 0.00 0.00 0.00 24,00
25,00 {CMHC - CMHC 0.00 .00 0.60 25,00
26,00 {RURAL HEALTH CLINIC 0.00 0.00 0.00 26.00
26,25 | FEDERALLY QUALTIFIED HEALTH CENTER .00 0.00 0.00 26.25
26.26 |FQHC IX Q.00 0.00 0.00 26.206
26,27 |FQHC XTI Q.00 0.00 0.00 26.27
27.00 [Total (sum of lines 14-26) 0.00 112.20 0.00 27.00
28,00 |observation Bed Days 28.00
29,00 |ambulance Trips 29.00
30.00 [Employee discount days (see instruction) 30.00
31.00 |Employee discount days - IRF 31.00
32.00 |Labor & delivery days (see instructions) 32.00
33.00 [LTCH non-covered days 33.00

MCRIF32 - 3.2.135.0




Health Financial Systems RAINBOW MENTAL HEALTH FACILITY . In yieu of Form CM5-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA provider CCN: 174010 |Period: worksheet 5-3

From 07/01/2011 | part I

To  06/30/2012 | pate/Time Prepared:

12/27/2012 8:35 am
TR : S T ] pischarges . . TR S R
- 'cost - Center Description T o0 R Title XIX | LoTotal A1l

L - A o s T patjents S T e
1.00 |Hospital Adults & Peds. {columns S5, 6, 7 and 20 628 1.00

8 exclude swing Bed, observation Bed and

Hospice days)
2,00 |HMmO 2.00
3.00 |HMO IPF Subprovider 3.00
4.00 |HMO IRF Subprovider 4.00
5.00 |Hospital Adults & Peds. Swing Bed SNF 5.00
6.00 |Hospital Adults & Peds. swing Bed NF 6.00
7.00 |Total Adults and Peds. (exclude observation 7.00

beds) {see instructions)
8.00 |INTENSIVE CARE UNIT 8.00
9,00 |CORONARY CARE UNIT 9.00
10.00 |BURN INTENSIVE CARE UNIT 10.00
11.00 |SURGICAL INTENSIVE CARE UNIT 11.00
12.00 |OTHER SPECIAL CARE (SPECIFY) 12.00
13.00 {NURSERY 13.00
14,00 iTotal (see instructions) 20 628 14.00
15.00 iCAH visits 15.00
16.00 : SUBPROVIDER - IPF 16.00
17.00 | SUBPROVIDER - IRF 17.00
18.00 { SUBPROVIDER 18.00
19,00 |SKILLED NURSING FACILITY 19.00
20.00 [NURSING FACILITY 20.00
21,00 |OTHER LONG TERM CARE 21.00
22,00 |HOME HEALTH AGENCY 22.00
23.00 [AMBULATORY SURGICAL CENTER (D.P.) 23.00
24,00 |HOSPICE 24.00
25.00 |CMHC - CMHC 25.00
26.00 |RURAL HEALTH CLINIC 26.00
26.25 |FEDERALLY QUALIFIED HEALTH CENTER 26.25
26.26 |FQHC TII 26.26
26.27 |FQHC III 26.27
27.00 |Total (sum of lines 14-26) 27.00
28.00 |Observation Bed Days 28.00
29.00 {ambutance Trips 29.00
30.00 |[Employee discount days (see instruction) 30.00
31.00 |Employee discount days - IRF 31.00
32.00 {Labor & delivery days (see instructions) 32.00
33.00 |LYTCH non-covered days 33.00

MCRIF3Z2 - 3.2.135.0




Health Financial Systems RAINBOW MENTAL HEALTH FACTIEITY In Lieu of Form (M$-2552-10
RECLASSIFECATION AND ADJUSTMENTS OF 'TRIAL BALANCE OF EXPENSES Provider CCN: 174010 |Periocd: worksheet A

From 07/01/2011
To  06/30/2012 | pate/Time Prepared:
12/27/2012 8:35 am _

. ~Cost- Center Description T salaries .| ::other . |Total (col. Ljjeclassificatil Reclassifiéd .
: BEPEIRNELE A : -3 col, 2) Jons. (See A-6)iTrial Balance.
TR e TL00 - 20 '3.00 4,00 o) o S000
GENERAL ‘SERVICE  COST CENTERS R R e LT . R
1.00 |00100iCAP REL COSTS-BLDG & FIXT 121,312 121,312 0 121,312 1.00
2.00 00200{CAP REL COSTS-MVBLE EQUIP 5,406 5,406 0 5,406 2.00
3.00 [00300}OTHER CAP REL COSTS v v 0 0 3.00
4.00 [00400] EMPLOYEE B8ENEFITS 35,953 1,784,280 1,820,233 0 1,820,233} 4.00
5.00 [00500] ADMINISTRATIVE & GENERAL 97,514 193,033 290,547 0 290,547 5.00
6.00 {00600 MAINTENANCE & REPAIRS 79,637 171,859 251,496 0 251,496 6.00
7.00 {00700 OPERATION OF PLANT 0 125,069 125,069 g 125,069 7.00
8.00 00800, LAUNDRY & LINEN SERVICE 0 26 26 0 26] 8.00
9,00 |00900 HOUSEKEEPING 130,532 14,216 144,748 0 144,748| 9.00
10.00 |01000 DIETARY 0 265,319 265,319 0 265,319| 10.00
11.00 |01100; CAFETERIA 0 0 0 0 0| 11.00
12.00 |01200{MAINTENANCE OF PERSONNEL 0 0 0 0 0 12.00
13.00 |01300|NURSING ADMINISTRATION 183,098 0 183,098 0 183,098( 13.00
14.00 |01400(CENTRAL SERVICES & SUPPLY 0 25,337 25,337 0 25,337| 14.00
15.00 |01500( PHARMACY 0 0 0 16,971 16,971| 15.00
16.00 |01600|MEDICAL RECORDS & LIBRARY 171,517 380 171,897 0 171,897 16.00
INPATIENT ROUTINE SERVICE COST CENTERS e LT L L
30.00 [03000(ADULTS & PEDIATRICS 3,484,805 162,341 3,647,144 -98, 800, 3,548,346] 30.00
44,00 [04400{SKYLLED NURSING FACILITY 0 0 0 0 0| 44.00
45.00 [04500|NURSING FACILITY 0 0 0 0 0} 45.00
IANCILLARY SERVICE COST CENTERS -~ . ° " : L S . . :
54.00 {05400| RADIOLOGY-DIAGNOSTIC g 0 0 15,884 15,884 54.00
60.00 [06000] LABORATORY 29,787 150 29,937 16,231 46,168| 60.00
66.00 [06600] PHYSICAL THERAPY v; 0 0 278 278| 66.00
68.00 |06800|SPEECH PATHOLOGY 0 0 ¢ 0 Q0| 68.00
68.01 [06802]QUTSIDE MEDICAL COST 0 0 4 o; 0| 68.01
69.00 |06900| ELECTROCARDIOLOGY 0 0 0 3,899 3,899( 69.00
70.00 {07000] ELECTROENCEPHALOGRAPHY 0 0 0 0 0| 70.00
71.00 [07100|MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 o] 0 0| 71.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 94,282 148,888 243,170 0 243,170| 73.00
OUTPATIENT. SERVICE COST CENTERS . i i wove oo s T et
88.00 |08BOO RURAL HEALTH CLINIC 0 0 0] 0 0f 88.00
89.00 |08900] FEDERALLY QUALIFIED HEALTH CENTER 0 ] 0 0 0 89.00
89.01 |0B901|FQHC II 0 0] 0 0 0] 89.01
89.02 |08902|FQHC III 0 128,031 128,031 0 128,031 89.02
90.00 |09000{CLINIC 0 0] 0 13,167 13,167 90.00
91.00 |09100| EMERGENCY 0 0 0 32,370 32,370 91.00
92.00 |09200|0BSERVATION BEDS (NON-DISTINCT PART 92.00
OTHER-REIMBURSABLE COST CENTERS: .0 .-/ o e e S S
99.00 |09900(CMHC 0 0 0| 99.00
101.00|10100)| HOME HEALTH AGENCY 0 0 0 0 0[101.00
SPECIAL . PURPOSE COST CENTERS . - e S ST
113.00i11300| INTEREST EXPENSE 0 0 0 0(113.00
115, 00i11500| AMBULATORY SURGICAL CENTER (D.P.) 0 0 0 [ 0115.00
116, 0011600 HOSPICE 0 0 0 [ 0]116.00
118,00 SUBTOTALS (SUM OF LINES 1-117) 4,307,125 3,145,647 7,452,772 0 7,452,7721118.00
NONREIMBURSABLE COST CENTERS LT T TR e ek SR TR
190, 00/19000{ GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 0{190.00
191.00{19100: RESEARCH 0 0 0 0] 0]191.00
192.00/19200, PHYSTCIANS' PRIVATE OFFICES 0 0 0 0 01192.00
193.00/19300 NONPAID WORKERS 0 0 0 0 0(193.00
200, 00] TOTAL (SUM OF LINES 118-199) 4,307,125 3,145,647 7,452,772 0 7,452,772|200.00

MCRIF3Z - 3.2.135.0




Health Financial Systems . RAINBOW MENTAL HEALTH FACILITY In Lieu of Form CMS-2552-10

RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES Provider CCN: 174010 |period: worksheet A
From 07/01/2011
To  06/30/2012 | pate/Time Prepared:

12/27/2012 8:35 am__
Cost Cepter Déscription : 20 ] adjustments ] Net. Expenses- i s e
PR e . (1o (See A-8) For Allocation; i
GENERAL - SERVICE COST CENTERS R R R
1.00 (00100, CAP REL COSTS-BLDG & FIXT 0 121,312 1.00
2.00 i00200(CAP REL COSTS-MVBLE EQUIP 0 S, 406 2.00
3.00 [OD300(OTHER CAP REL COSTS 0 0 3.00
4.00 |C0400|EMPLOYEE BENEFITS 180,548 2,000,781 4,00
5.00 [00500]ADMINISTRATIVE & GENERAL 190,700 481,247 5.00
6.00 00600 MAINTENANCE & REPAIRS 11,224 262,720 6.00
7.00 |00700|0OPERATION OF PLANT 0 125,069 7.00
8.00 [00BOO|LAUNDRY & LINEN SERVICE 79,768 79,794 8.00
9.00 |00900(HOUSEKEEPING 7,047 151,795 9.00
10.00 |010C0|DIETARY 12,076 277,395 10.00
11.00 |01100;CAFETERIA 0 1] 11,00
12.00 |01200[MAINTENANCE OF PERSONNEL 0 0 12.60
13.00 {01300 NURSING ADMINISTRATION 0 183,098 13.00
14.00 101400 CENTRAL SERVICES & SUPPLY 28,834 54,171 14,00
15.00 {01500 PHARMACY 22,395 39,366 15.00
16.00 [01600|MEDICAL RECORDS & LIBRARY 6,420 178,317 16.00
INPATIENT ROUTINE - SERVICE COST CENTERS-- . - -t L
30.00 [03000{ADULTS & PEDIATRICS -13,309 3,535,037 30.00
44_00 |04400| SKILLED NURSING FACILITY 0 0 44,00
45.00 [04500|NURSING FACILITY 3 0 i 45.00
IANCTLLARY SERVICE COST CENTERS e T Cmen .
54.00 |05400| RADIOLOGY-DIAGNOSTIC 0 15,884 54.00
60.00 (06000 LABORATORY 12,202 58,370 60.00
66.00 |06600| PHYSICAL THERAPY 0 278 66.00
68.00 |06800|SPEECH PATHOLOGY 0 0 68.00
68.01 |06802{0UTSIDE MEDICAL COST 0 Q 68.01
69.00 {06900] ELECTROCARDIOLOGY 1] 3,899 69.00
70.00 (07000 ELECTROENCEPHALOGRAPHY 0 0 70.00
71.00 {07100 MEDICAL SUPPLIES CHARGED TO PATIENT 0 1) 71.00
73.00 |07300[DRUGS CHARGED TO PATIENTS 0 243,170, - 73.00
QUTPATIENT SERVICE :COST CENTERS - - - -~ T e
88.00 |08800|RURAL HEALTH CLINIC 0 0 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 89.00
89.01 |08901| FQHC II 0 0 89.01
89.02 {08902| FQHC III 0 128,031 89.02
90.00 }09000| CLINIC 76,838 90,005 90.00
91.00 |09100| EMERGENCY 0 32,370 91.00
92.00 |09200|OBSERVATION BEDS (NON-DISTINCT PART 92.00
OTHER. REIMBURSABLE" COST CENTERS R : : B R
99.00 |09200{CMHC 0 99.00
101.00[10100{HOME HEALTH AGENCY ] i - 0 0 101.00
SPECIAL. PURPOSE. COST. CENTERS e ;
113.00:11300] INTEREST EXPENSE ¢ 0 113.00
115.00/11500, AMBULATORY SURGICAL CENTER (D.P.} 0 0 115.00
116.00]11600| HOSPICE 0 0 116.00
118.00 SUBTOTALS (SUM OF LINES 1-117) 614,743 8,067,515 118.00
NONREIMBURSABLE COST CENTERS : - - T
190.00/19000{GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 190.00
191.00|19100] RESEARCH 0 0 191.00
192.00{19200| PHYSICIANS' PRIVATE OFFICES 0 0 192.00
193.00{19300 NONPAID WORKERS 0 0 193.00
200.00 TOTAL {SUM OF LINES 118-199) 614,743 8,067,515 200.00

MCRIF32 - 3.2.135.0




Health Financial Systems

RATINBOW MENTAL HEALTH FACILITY

In Lieu of Form €M$-2552-10

Period:

worksheet A-6

RECLASSIFICATIONS Provider CCN: 174010
From 07/01/2011
To 06/30/2012 | pate/Time Prepared:
12/27/2012 8:35 am
: L L INCreases o . T S N o
Cost _Center: i ~Satary o b rothep vl
2,00 : 400 U 5,00 c
A - OUTSIDE MEDICALCOSTS ' - C i e
1.00  JADULTS & PEDIATRICS 0 14,708 1.00
2.00  RADIOLOGY-DTIAGNOSTIC 0 15,884 2.00
3.00 L ABORATQRY 0 16,231 j.o0
4,00 [PHYSICAL THERAPY 0 278 4.00
5.00 {ELECTROCARDIOLOGY 0 3,899 5.00
6.00 PHARMACY 0 16,971 6.00
7.00 |CLINIC 0 13,167 7.00
8.00 |EMERGENCY | ®sr000 _  _ e 32,370 8.00
TOTALS 0 113,508
500,00 [Grand Total: Increases 0 113,508 500.00

MCRIF32 - 3,2.135.0




Health Financial Systems ) o ~..BAINBOW MENTAL HEALTH FACTILITY ... In tieu of Form CM5-2552-10
RECLASSIFICATIONS provider CCN: 174010 |reriod: worksheet A-6

From 07/01/2011 .

To  06/30/2012 | Date/Time Prepared:

12/27/2012 8:35 am _
€ N DeCreasSes ~io i - N RO o S
“cost-Center ine - @ cwkst, A-7 Ref.]’
S6.00 A0
IA - OUTSIPE MEDICAL COSTS - .o 00 ) R
1.00 |ADULTS & PEDIATRICS 0 1.60
2,00 0 2,00
3.00 0 3.00
4.00 1] 4.00
5.00 0 5.00
6.00 0 6.00
7.00 0 7.00
sc0 4 900 o o 0 8.00
TOTALS 0 113,508
500.00 iGrand Total: Decreases 0 113,508 500.00

MCRIF32 - 3.2.135.0



Health Financial Systems RATNBOW MENTAL HEALTH FACILITY . JIn Lieu of Form CMS-2552-10

RECONCILIATION OF CAPITAL COSTS CENTERS Provider CCN: 174010 [Period: worksheet A-7
From 07/01/2011 [ Parts I~IIX
T0  06/30/2012 | pate/Time Prepared:

S 12/2?/2012 135 am
R NS T ek Acquisitions : : P
.Beginn_ir_ag_ “ipurchases Donatmn : Total " D1sposa1s and
8a1ance5' S EERITTL VG SPRNENN B - Retirements
R : . . : : “1.00% BB 300 - 4,00 5.00-
PART I - ANALYSIS OF - CHANGES IN CAPITAL ASSET BALANCES R L ] :
1.00 (Land 390,000 0 0 0] gl z.00
2.00 |tand Improvements 400, 266 0 0 1] Q| 2.00
3.00 (Buildings and Fixtures 5,885,957 0 0 0 0| 3.00
4.00 |Building Improvements 0 0 0 0 0} 4.00
5.00 |Fixed Equipment 0 0 0 o} 0} 5.00
6.00 (Movable Equipment 1] 0 0 0 0! 6.00
7.00 |HIT designated Assets 393,963 37,390 0 37,390 0; 7.00
8.00 |subtotal (sum of lines 1-7) 7,070,186 37,380 0 37,390 0i 8.00
9.00 |Reconciling Items 0, 0 0 0 0| 9.00
10,00 |Total (line 8 minus line 9) 7,070,186 37,390 0 37,390 0| 10.00
: AN - K P AR p B S :'7.. SUMMARY OF CAPITAL . ... T TR R
Cost center Description Dep_cect_at]o_n_ U Lease Interest . [Insurance ‘(sée ' Taxes (see |
: R : : : = linstructions) | instructions) | -
: 10, 00 C 11,00 0 o 32000 13,00 .
PART II - RECORCILIATION OF- AMOUNTS FROH WORKSHEET ‘A, COLUMN 2, "LINES 1 and 2 .~ 0ol S
1.00 [CAP REL COSTS-BLDG & FIXT 121,312 0 0 0
2.00 {CAP REL COSTS-MVBLE EQUIP 5,406 0 0 0
3.00 lTotal {(sum of Tines 1-2) 126,718 0 o] 0
T T T e o G RATTOR T T | ALLOCATION OF
STl 2 R S | OTHER CAPITALY oo ol
‘Cost Center Description "Gross Assets | Capitalized | Gross Assets: «:Ratio (see |- Xnsurance.
el L : B Y teases - for Ratio ~|instructions):- B
(col i col ISEILCTIOns, S
: . 22} o
1:00. 2,00 - 3,00 - 5.00
PART III - RECONCILIATION OF CAPITAL cos.Ts ('ENTERS - : e e o
1.00 |[CAP REL COSTS-BLDG & FIXT 1, 221 619 [ 1,221,619 0.171876 0! 1.00
2.00 |{CAP REL COSTS-MVBLE EQUIP 5,885,957 [ 5,885,957 0.828124 07 2.00
3.00 |Total (sum of lines 1-2) 7,107,576 1] 7,107,576 1. 000000 0 3.00

MCRIF32 - 3.2.135.0




Health Financial Systems

RAINBOW MENTAL HEALTH FACILITY

In iieu of Form CM5-2552-10

RECONCILIATEON OF CAPITAL COSTS CENTERS

provider CCN: 174010

Period: worksheet A-7
From 07/01/2011 | Parts I-TXX
To  06/30/2012 | pate/Time Prepared:

T End1 ng Ba‘iance Rty

: Bepreczated .:- .
| Assets. i ¢
" 6.00 ? 00

___1_2/_27_/20_12 8:35 am

PART T -~ ANALYSIS OF CHANGES IN CAPITAL ASSET BALANCES

1.00 [Land 350,000 v 1.00
2.00 |Land Improvements 400,266 0 2.00
3.00 ([Buildings and Fixtures 5,885,957 0 3.00
4,00 |Building Improvements 0 0 4.00
5.00 [Fixed Equipment 0 0; 5.00
6.00 |Movable Equipment 0 0; 6.00
7.00 |HIT designated Assets 431,353 0 7.00
8.00 |subtotal (sum of lines 1-7) 7,107,576 0 8.00
9.00 |Reconciling Items 0 0 9.00
1 7,107,576 0 10.00

0.00 {Total (line 8 nﬂ'_m_,is line 9)

Cost Center pescription

T SUMMARY OF CAPITAL.

-Totaﬂ (D (sua;
eapital- Re'tate “of cols, 9.
“id Costs ‘(see | throngh 14)
ciinstructions) :
3400 15, 00

PART iT - RECONCILIATION OF AMOUNTS FROM WORKSHEET A, COLUMN 2, UINES 1:and 2 -

1.00 |CAP REL COSTS -BLDG & FIXT 121,312 1.00
2.00 |CAP REL COSTS-MVBLE EQUIP 5,406 2.00
3.00 |[Total (sum of Vines 1-2) 126,718 3.00
T T T TION OF OTHER CAl 'ITAL - -SUMMARY OF
LTI L o CAPITAL
ost-Center .Description . = 7" “rother | pepreciation
: T : Capital- Re'!ate ﬁ . n
o Costs S
: . : 6 00 R 1 || el I 9 00 “10.00
PARTIIL - Rﬁcoucn.mnon OF CAPITAL cosrs CENTERS ) Cad ) : ) LT e
1.00 |CAP REL COSTS-BLDG & FIXT 0 4] 0 121 312 0} 1.00
2.00 |[CAP REL COSTS-MVBLE EQUIP 0 0 0 5,406 0l 2.00
3.00 |Total (sum of Tines 1-2} 0 0 0 126,718 0} 3.00

MCRIF32 - 3.2.135.0




RAINBOW MENTAL HEALTH FACILITY

In Lie

Health Financial Systems _
RECONCILIATION OF CAPITAL COSTS CENTERS

provider CCN: 174010

‘Period:
From 07/01/2011
To  06/30/2012

worksheet A-7
Parts I-III

4 of Form CMS-2552-10

pate/Time Prepared:

12/27/2012 8:35 am
oo  SUMMARY OF CAPETAL - . [T :
Cost:center Descriptis Interest . [nsurance (see| —Taxes (see. | .. 'other - [Total (2) (sum
. S ST instriictions) | instructions) Capital~Relate| ‘of cols. 9
: ST S d Costs (see | through 14)
SRR BT S Lk instructions){ ™ - o
CE L e W L 11,00 ] 012200 130000 P 14,00 - 15.00 o
PART IIT - RECONCILIATION OF CAPITAL COSTS CENTERS ™ il "~ -l i o s e e ] .
1.00 |CAP REL COSTS-BLDG & FIXT 0 0 0 0 121,312} 1.0
2,00 |[CAP REL COSTS-MVBLE EQUIP 0 0] 0 0 5,406] 2.00
3.00 |Total (sum of lines 1-2) 0 Q 0 0 126,718} 3.00

MCRIF32 - 3.2.135.0




Health Financial Systems RAINBOW MENTAL HEALTH FACILITY In Lieu of Form CMS-2552-10

ADIUSTMENTS TO EXPENSES provider CCN: 174010 |Period: worksheet A-8

From 07/01/2011

To 06/30/2012 | pate/Time Prepared:
12/27/2012 8:35 am

.1 Expense Classification on worksheet A :

S To/From which ‘the ‘Amount is to be Adjusted|

“Rasis/Code (2| - -Amount 07 Cost.Center Line #

- PR o : S 1,00 0 2.00 - 300 4,00 )

1.00 |Investment income - CAP REL COSTS-BLDG & 0CAP REL COSTS-BLDG & FIXT 1.00| 1.00
FIXT (chapter 2)

2.00 |Investment income - CAP REL COSTS-MVBLE QcaP REL COSTS-MVBLE EQUIP 2.00] 2.00
EQUIP {chapter 2)

3.00 |[Investment income - other (chapter 2) 0 0.00; 3.00

4,00 |Trade, quantity, and time discounts (chapter 0 0.00; 4.00
8

5.00 |Rrefunds and rebates of expensas (chapter 8) B -2, 791ADMINISTRATIVE & GENERAL 5.00} 5.00

6.00 |Rental of provider space by suppliers 0 0.00! 6.00
(chapter 8)

7.00 |Telephone services (pay stations excluded) 0 0.00f 7.00
(chapter 21)

8.00 |Television and radio service (chapter 21) 0 0.00| 8.00

9.00 |parking lot (chapter 21) 0 0.00( 9.00

10.00 |provider-based physician adjustment A-8-2 -66,533 10.00

11.00 |sale of scrap, waste, etc. (chapter 23) 0 0.00| 11.00

12.00 |Related organization transactions (chapter A-8-1 53,137 12.00
103

13.00 |Laundry and linen service 0, 0.00( 13.00

14.00 |cafeteria-employees and guests 0 0.00] 14.00

15.00 lRental of quarters to employee and others 0 0.00f 15.00

16.00 isale of medical and surgical supplies to 0 0.00] 16.00
other than patients

17.00 ;sale of drugs to other than patients 0 0.00{ 17.00

18.00 ;sale of medical records and abstracts 8 -814MEDICAL RECORDS & LIBRARY 16.00] 18.00

19.00 iNursing schoo® (tuition, fees, books, etc.) 0 0.00| 19.00

20.00 ivending machines 0 0.00] 20.00

21.00 i Income from imposition of interest, finance 0 0.00( 21.00
or penalty charges (chapter 21)

22,00 [ Interest expense on Medicare overpayments 0 0.00( 22.00
and borrowings to repay Medicare
overpayments

23.00 |Adjustment for respiratory therapy costs in A-8-3 0]*** Cost Center Deleted *#*% 65.00( 23.00
excess of limitatieon {chapter 14)

24.00 |Adjustment for physical therapy costs in A-8-3 OPHYSICAL THERAPY 66.00] 24,00
excess of limitation (chapter 14)

25.00 |utilization review - physicians' Of*** Cost Center Deleted *#¥ 114.00; 25.00
compensation (chapter 21)

26.00 |Depreciation - CAP REL COSTS-BLDG & FIXT QCAP REL COSTS-BLDG & FIXT 1.00; 26.00

27.00 |pepreciation - CAP REL COSTS-MVBLE EQUIP 0CAP REL COSTS-MVBLE EQUIP 2.001 27.00

28.00 |Non-physician Anesthetist 0j*** Cost Center Deleted *** 19.00] 28.00

29.00 |physicians’ assistant 0 0.00] 29.00

30.00 |Adjustment for occupational therapy costs in A-8-3 O** Cost Canter Deleted *** 67.00] 30.00
excess of limitation (chapter 14)

31.00 [Adjustment for speech pathology costs in A-8-3 OSPEECH PATHOLOGY 68.00( 31.00
excess of limitation (chapter 14)

32.00 |CAH HIT Adjustment for pepreciation and 0 00| 32.00
Interest

33.00 |OTHER ADJUSTHMENTS (SPECIFY) (3) 0 00| 33.00

158, 070 ADMINISTRATIVE & GENERAL
~179, 150 ADMINISTRATIVE & GENERAL
338, 29LIADMINISTRATIVE & GENERAL
-398, 247ADMINISTRATIVE & GENERAL
18, 264 ADMINISTRATIVE & GENERAL
-46, 486 ADMINISTRATIVE & GENERAL
3, 417ADMINISTRATIVE & GENERAL
-6, 7BBADMINISTRATIVE & GENERAL
66,5?2F:AUNDRY & LINEN SERVICE
76,838, CLINIC 9
13,196'LAUNDRY & LINEN SERVICE
6,388'EMPLOYEE BENEFITS
9,693EMPLOYEE BENEFITS
205,083(EMPLOYEE BENEFITS
252,983ADMINISTRATIVE & GENERAL
11,224 MAINTENANCE & REPAIRS

33.01 |CURRENT YEAR VACATION ACCRUAL

33,02 |PRIOR YEAR VACATION ACCRUAL

33.05 |CURRENT YEAR SALARY ACCRUAL

33.06 |PRIOR YEAR SALARY ACCRUAL

33.07 |CURRENT YEAR HOLIDAY ACCRUAL

33.08 |PRIOR YEAR HOLIDAY ACCRUAL

33.09 |CURRENT COMPENSATORY LEAVE ACCRUAL
33.10 |PRIOR YEAR COMPENSATORY LEAVE ACCRUA
33.11 [LAUNDRY PROVIDED BY 17-4004 OSAWATOM
33.12 |OUTSIDE MEDICAL SERVICES

33.13 [LAUNDRY COSTS TRANSFERRED FROM 17-40
33.14 |LAUNDRY COSTS TRANSFERRED FROM 17-40
33.15 |OTHER COSTS TRANSFERRED FROM 17-4004
33.16 |OTHER COSTS TRANSFERRED FROM 17-4004
33.17 |OTHER COSTS TRANSFERRED FROM 17-4004
33.18 [OTHER COSTS TRANSFERRED FROM 17-4004

LDOVMaAEAALAALADODVIVILVULVIVILVS (=)
(=)
o
w
w
=
=

b e B B R R - 2 ]

33.19 [OTHER COSTS TRANSFERRED FROM 17-4004 7,047 HOUSEKEEPING 00} 33.19
33.20 JOTHER COSTS TRANSFERRED FROM 17-4G04 12,076DEETARY 10.00; 33.20
33.21 (OTHER COSTS TRANSFERRED FROM 17-4004 28,834'CENTRAL SERVICES & SUPPLY 14.00; 33.21
33.22 OTHER COSTS TRANSFERRED FROM 17-4004 7,234MEDICAL RECORDS & LIBRARY 16.00] 33.22
33.23 |OTHER COSTS TRANSFERRED FROM 17-4004 163,220ADULTS & PEDIATRICS 30.00f 33.23

MCRIF32 - 3.2.135.0




Health Financial systems . . .

RAINBOW MENTAL HEALTH FACILITY

ADJUSTMENTS TO EXPENSES

In Lieu of Form CM5-2552-10

provider CCN: 174010

pericd:
From 07/01/2011
To  06/30/2012

worksheat A-8

pate/Time Prepared

12/27/2012 8:

cost Center Descmptwn L

i Expense. Classification.on
- {To/From-Which: the Amount is to be Adjusted

wWorksheet A" -

35 a

Amount

Cost Center -

Ling #-

wv-ipasis feode  (2)
o 1,00 2.00 - 3,00 4,000 000
33.24 |OTHER COSTS TRANSFERRED FROM 1? 4004 A 12, 202[LABORATORY 60.00| 33.24
33.25 |OTHER COSTS TRANSFERRED FROM 17-4004 A 22, 395/PHARMACY 15.00| 33.25
33.26 |COSTS TRANSFERRED TO 17-4004 A ~109,996ADULTS & PEDIATRICS 30.00f 33.26
34.00 |COSTS TRANSFERRED TO 17-4004 A -40,616EMPLOYEE BENEFITS 4.00] 34.00
50.00 |TorvAL (sum of lines 1 thru 49) (rransfer to 614,743 50.00

worksheet A, column &, Tine 200.)

MCRIF32 - 3.2.135.0




Health Financial Systems

RAINBOW MENTAL HEALTH FACILITY

4 of Form (M5-2552-10

ADJUSTMENTS TO EXPENSES

provider ccn: 174010

From 07/01/2011

worksheet A-8

pate/Time Prepared:

12/27/2012 8:35 am
5 Cost Center Description.. [ " 70l Mket, A-7 Refil: - ' o
1,00 |Investment income - CAP REL COSTS-BLDG & 0 1.00
FIXT (chapter 2)
2.00 |Investment income - CAP REL COSTS-MVBLE 0 2.00
EQUIP {chapter 2}
3.00 {Investment income - other (chapter 2) 0 3.00
4,00 [Trade, quantity, and time discounts (chapter 0 4.00
8
5.00 [Refunds and rebates of expenses (chapter 8) 0 5.00
6.00 |rental of provider space by suppliers 0 6.00
(chapter 8)
7.00 [Telephone services (pay stations excluded) 0] 7.00
(chapter 21)
8.00 |rTelevision and radio service (chapter 21) G 8.00
9.00 |[Parking lot (chapter 21} 0 9.00
10.00 {provider-based physician adjustment 0 10.00
11.00 |sale of scrap, waste, etc. (chapter 23) 0 11.00
12.00 |Related organization transactions (chapter 0 12.00
10
13.00 |Laundry and Tinen service 0 13.00
14.00 |cafeteria-employees and guests 0 14.00
15.00 |Rental of gquarters to employee and others 0 15.00
16.00 |sale of medical and surgical supplies to 0 16.00
other than patients
17.00 |sale of drugs to other than patients 0 17.00
18.00 isale of medical records and abstracts 0 18,00
19.00 iNursing school (tuition, fees, books, etc.) 0 19,00
20.00 vending machines 0 20,00
21.00 {Income from imposition of interest, finance 0 21,00
or penalty charges {chapter 21)
22,00 [Interest expense on Medicare overpayments 0 22.00
and borrowings to repay Medicare
overpayments
23.00 |Aadjustment for respiratory therapy costs in 23.00
excess of limitation (chapter 14)
24.00 |Aadjustment for physical therapy costs in 24.00
excess of Timitation (chapter 14)
25.00 |utilization review - physicians' 25.00
compensation (chapter 21)
26.00 |Depreciation - CAP REL COSTS-BLDG & FIXT 0] 26.00
27.00 |pepreciation - CAP REL COSTS-MVBLE EQUIP 0 27.00
28.00 |Non-physician Anesthetist 28.00
29.00 {Physicians' assistant 0 29.00
30.00 |Adjustment for occupational therapy costs in 30.00
excess of 1imitation (chapter 14)
31.00 |Adjustment for speech pathology costs in 31.00
excess of Hmitation (chapter 14)
32.00 |CAH HIT adjustment for bepreciation and 0 32.00
Interest
33.00 |OTHER ADIUSTMENTS (SPECIFY) (3) 0 33.00
33.01 |CURRENT YEAR VACATION ACCRUAL 0 33.01
33.02 |PRIOR YEAR VACATION ACCRUAL 0 33.02
33,05 |CURRENT YEAR SALARY ACCRUAL 0 33.05
33.06 [PRIOR YEAR SALARY ACCRUAL 0 33.06
33.07 [CURRENT YEAR HOLIDAY ACCRUAL 0 33.07
33.08 [PRIOR YEAR HOLIDAY ACCRUAL 0 33.08
33.09 {CURRENT COMPENSATORY LEAVE ACCRUAL 0 33.09
33.10 | PRIOR YEAR COMPENSATORY LEAVE ACCRUA 0 33.10
33.11 | LAUNDRY PROVIDED BY 17-4004 OSAWATOM 0 33.11
33.12 |[OQUTSIDE MEDICAL SERVICES 0 33.12
33.13 [LAUNDRY COSTS TRANSFERRED EROM 17-40 0 33.13
33.14 [LAUNDRY COSTS TRANSFERRED FROM 17-40 0 331.14
33.15 [OTHER COSTS TRANSFERRED FROM 17-4004 0 33.15
33.16 [OTHER COSTS TRANSFERRED FROM 17-4004 0 33.16
33.17 [OTHER COSTS TRANSFERRED FROM 17-4004 0 33.17
33.18 [OTHER COSTS TRANSFERRED FROM 17-4004 0] 33.18
33.19 [OTHER COSTS TRANSFERRED FROM 17-4004 0, 33.19
33.20 [OTHER COSTS TRANSFERRED FROM 17-4004 0, 33.20
33.21 |QTHER COSTS TRANSFERRED FROM 17-4004 0 33,21
33.22 |OTHER COSTS TRANSFERRED FROM 17-4004 0 33,22
33.23 |OTHER COSTS TRANSFERRED FROM 17-4004 0 33,23
33.24 |QTHER COSTS TRANSFERRED FROM 17-4004 0 33,24
33.25 |OTHER COSTS TRANSFERRED FROM 17-4004 0 33.25
33.26 {COSTS TRANSFERRED TO 17-4004 0 33.26
34.00 {COSTS TRANSFERRED TO 17-4004 0 34,00
50.00 |ToFAL (sum of lines 1 thru 49) (Transfer to 50.00
worksheet A, column 6, line 200.)
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Health Financial Systems RAINBOW MENTAL HEALTH FACILITY In Lieu of Form CMS$-2552-10

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME Provider CCN: 174010 (Period: worksheet A-8-1
OFFICE COSTS From 07/01/2011 .
To  06/30/2012 | pate/Time Prepared:
] 12/27/2012 8:35 am
'_1 ] 1 T cost Center™ "~ I _ _Expense Items : o
A, €OSTS INCURRED AND AD]USTMENTS REQUIRED AS A RESULT OF TRANSACTIONS wI i D ORGANIZATIONS OR CLAIMED
HOME OFFYCE COSTS: - = - ST SO s S
1.00 5.00ADMINISTRATIVE & GENERAL KS DEPT OF ADMIN EXP 1.00
2.00 S.OO?DMINISTRATIVE & GENERAL, MALP INS PAID BY STATE 2.00
3.00 5. 00ADMINISTRATIVE & GENERAL SRS HOME OFFICE ALLOCATION 3.00
4.00 8.00LAUNDRY & LINEN SERVICE PROVIDED BY OSH 4.00
5.00 [ToTALS (sum of lines 1-4). Transfer column 5.00
6, Tine 5 to worksheet A-8, column 2, Jime
12,

* The amounts on tines 1-4 (and subscripts as appropriate) are transferred in detail to Worksheet A, column 6, lines as
appropriate. Positive amounts increase cost and negative amounts decrease cost. For related organization or home office cost
which has not been posted to worksheet A, columns 1 and/or 2, the amount allowable should be indicated in co?umn 4 of th1s part.

- Symbol (1)ﬂ “MName - 0 [ percentage of
: ; coesny v | ownership
1.00 200 | 3,00

B. INTERRELATIONSHIP TO RELATED ORGANIZATION(S) AND/OR - HOME- OFFICE.

The secretary, by virtue of the authority granted under section 1814(b)(1) of the 50c1a1 Secur}ty Act, requires that you furnish
the information requested under part 8 of this worksheet.

This information is used by the Centers for Medicare and Medicaid services and its intermediaries/contractors in determining that
the costs applicable to services, facilities, and supplies furnished by organizations related to you by common ownership or
control represent reasonable costs as determined under section 1861 of the Social Security Act. If you do not provide all or any
part of the request information, the cost report is considered incomplete and not acceptable for purposes of claiming
reimbursement under title XVIII.

6.00 G KS DEPT OF ADMI 0.00 6.00

7.00 G SRS HOSPITAL AD 0.00 7.00

8.00 G OSAWATOMIE S H 0.00 8.00

9.00 0.00 9.00

10.00 0.00 10.00

100.00iG. other {(financial or non-firancial) 100.00
spacify:

(1) use the following symbols to indicate interrelaticnship to related organ1zattons

A. Individual has financial interest (stockholder, partner, etc.) in both related organization and in provider.

B. Corporation, partnership, or other organization has financial interest in provider.

¢. provider has financial interest in corporation, partnership, or other organization.

D. Director, officer, administrator, or key person of provider or relative of such person has financial interest in related
organization.

E. Individual is director, officer, administrator, or key person of provider and related organization,

F. Director, officer, administratoer, or key person of related organization or relative of such person has financial interest in
provider.
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Health Financial Systems RAINBOW MENTAL HEAETH FACILITY In tieu of Form CM$-2552-10

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME provider CCN: 174010 |period: worksheet A-8-1
OFFICE COSTS From 07/01/2011
To 06/30/2012 | pate/Time Prepared:
12/27/2012 8:35 am

amount of ] amount 1 UNet - fwkst, A-7. Ref.
‘Allowable Cost] Included -in i -Adjustments .} . .00 i
e L Wks A, column; (col: 4 ‘minus

e I 57 col. '5)* g
S i o ; : 2400 ) T 5,00 (5.00 - i 00 - :
A‘ COSTS INCURRED AND_ DJ STMENTS REQUIRED AS A RESULT OF TRANSACTIONS WITH RELATED ORGANIZATIONS OR CLAIMED
HOME OFFICE COS¥S: S S .
1.00 13.500 0 13 500 0 1.00
2.00 13,561 0 13,561 0 2.00
3.00 26,076 0 26,076, 0 3.00
4,00 20,610 20,6190 0 4] 4,00
5.00 |TOTALS (sum of lines 1-4). Transfer column 73,747 20,610 53,137 5.00
6, line 5 to worksheet A~8, column 2, line
12.

* The amounts on lines 1-4 (and subscripts as appropriate) are transferred in detail to worksheet A, column 6, iines as

appropriate. Positive amounts increase cost and negative amounts decrease cost. For related organization orr home office cost

which has not been posted to worksheet A, columns 1 and/or 2, the amount allowable should be indicated in column 4 of this part.
R R A o : Related organization(s) and/or: Home .office "

jPerc _tage of jf}f- Type of Bus1ness
“Cownership ]
g 00:1 i O

: A0 500”
[B INTERRELATIONSHIP “FO RELATED DRGANIZATIO&(S) AND/OR ' HOME OFFICE.-
The Secretary, by virtue of the authority granted under section 1814(b) (1) of the 50c1a1 Secur1ty Act, requires that you furnish

the information requested under pPart B of this worksheet.

This information is used by tha Centers for Medicare and Medicaid Services and its intermediaries/contractors in determining that
the costs applicable to services, facilities, and supplies furnished by organizations related to you by common ownership or
control represent reasonable costs as determined under section 1861 of the Social Security Act. If you do not provide all or any
part of the request information, the cost report is considered incomplete and not acceptable for purposes of claiming
reimbursement under title XVIII.

6.00 0.00 6.00

7.00 0.00 7.00

8.00 0.00 8.00

g.00 0.00 9.00

10.00 0.00, 10,00

100.00|G. other (financial or non-financial) 100,00
specify:

(1) use the fo11ow1ng symbols to indicate 1nterre1at10nsh1p to related organizations:

. Individual has financial interest {stockholder, partner, etc.) in both related organization and in provider.

. Corporation, partnership, or other organization has financial interest +in provider.

provider has financial interest in corporation, partnership, or other organization.

pirector, officer, administrator, or key person of provider or relative of such person has financial interest in related
organ1zat1on

E. Individual is director, officer, administrater, or key person of provider and related organization,

F. Director, officer, administrator, or key person of related organization or relative of such person has financial interest in

provider.

oM

MCRIF32 - 3.2.135.0



Health Financial Systems ) RAINBOW MENTAL HEALTH FACILITY o In Lieu of Form CM5-2532-10
PROVIDER BASED PHYSICIAN ADJUSTMENT provider CCN: 174010 (Period: worksheet A-8-2

From 07/01/2011 .
To  06/30/2012 | pate/Time Prepared:
12/27/2012 8:35 am

T Mist: A Line #  Cost Center/Physician Total i | professional
: e ol oA rdentifier ot Remuneration | .. Component

o o v o S 1.00 3. - 2.00 ERE 3,00 g 4.00 .

1.00 30.00/ADULTS & PEDIATRICS 676,998 66,533 1.00
2.00 .00 0| 2.00
3.00 0.00 0 0| 3.00
4.00 0.00 0 o 4.00
5.00 0.00 0 o[ s.00
6.00 0.00 0 0] 6.00
7.00 0.00 0 0| 7.00
8.00 0.00 G 0} 8.00
9.00 0.00 1) Gf 9.00
10.00 0.60 v 06} 10.00
200.00 676,998 66,533]200.00
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Health Financial Systems

RAINBOW MENTAL HEALTH FACILITY

In Lieu of Form CMS-2552-10

PROVIDER BASED PHYSICIAN ADJUSTMENT Provider CCN: 174010 (Pericd: worksheet A-8-2
From 07/01/2011

7o 06/30/2012 | pate/Time Prepared:
12/27/2012 8:35 am
1 provider....].RrCE Amount. [Physician/Provunadjusted RCE| 'S Percent of if: -
1 -:compenent ;| i * Hder: Component; - * Limit . -jUnadjusted RCE|-- -
: v el : C 4 os Hours TR Slimit o[
Pt e - R RN 6.00 - 700 .8.00 9.00 : S
1.00 610,465 154,100 9,948 737,013 36,851 1.00
2.00 0 0 0 0 0| 2.00
3.00 0 0 0 0 0| 3.00
4.00 0 0 0 0 0| 4.00
5.00 0 0 0 0 0| 5.00
6.00 0 0 0 0 0| 6.00
7.00 0 0 0 0 0| 7.00
8.00 0 0 0 0 01 B8.00
9.00 0 0 0 1] 0f 9.00
10.00 0 ¢ 0 0, 0} 10.00
200.00 610, 465 9,948 737,013 36,8511200.00
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Health Financial Systems e RATNBOW MENTAL HEALTH FACILITY in Lieu of Form CM5-2552-10
PROVIDER BASED PHYSICIAN ADIUSTMENT provider CCN: 174010 |pPeriod: worksheet A-8-2

From Q7/01/2011
To  06/30/2012 | pate/Time Prepared:

12/27/2012 B:35 am__
S costiof L T provider i physician Cost| Provider - i Adjusted RCE T
R +|Memberships “&] - Component i lof-Malpracticel Component f :::Limit .
©| _continuing’.ishare of ico ' share of .col, b = .o oo
. R o SRR Education.:i..:.iid20 R e
1.00 0 0 13,561 12,228 749,241 1.00
2.00 0 0 0 0 0| 2.00
3.00 Ly 0 0 0 0| 3.00
4.00 0, 0 0 0 0| 4.00
5.00 Q 0 0 0 0| 5.00
6.00 0 0 0 0 0| 6.00
7.00 0 0 0 0 0] 7.00
8.00 0 ) 0 0 0 B8.00
9.00 0 0 0 0 0 9.00
10.00 0 0 0 0 0} 10.00
200.00 0 0, 13,561 12,228 749,2411200.00
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Health Financial systems RAINBOW MENTAL HEALTH FACILITY in Lieu of Form CMS-2552-10
PROVIDER BASED PHYSICIAN ADJUSTMENT provider CCN: 174010 |Period: worksheet A-§-2

From 07/01/2011
To 06/30/2012 | bate/Time Prepared:
_ 12/27/2012 8:35 am
Db ovr URCEI T adjustment RIS IR
s ' pisallowance | BRI
o S AFAQ0 e B0 T
1.00 0 66,533 1.00
2.00 0 0 2.00
3.00 0 0 3.00
4,00 0 0 4.00
5.00 0 0 5.00
6.00 0 0 6.00
7.00 0 0 7.00
8.00 0 0 8.00
9,00 0] 0 9.00
10.00 0 0 10.00
200,00 v; 66,533 200.00
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Health Financial Systems RAINBOW MENTAL HEALTH FACILITY In Lieu of Form CMS-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS Provider CCN: 174010 |Period: worksheet B
From 07/01/2011 | Part I
To 06/30/2012 | pate/Time Prepared:

12/27/2012 8:35 am
CAPITAL RELATED COSTS ST e . e
Net Expenses ] BLDG & FIXT:| MVBLE EQUIP | .. EMPLOYEE subtotal
_for costi DS T | BENEFITS
~Allocation R
(from wkst A
B i i R -2:00 4,00 - .. SR
GENERAL SERVICE COST: CENTERS. — L R R T et K
1.00 (00100 CAP REL COSTS-BLDG & FIXT 121,312 121,312 1.00
2.00 |00200[CAP REL COSTS-MVBLE EQUIP 5,406 5,406 2.00
4.00 |00400( EMPLOYEE BENEFITS 2,000,781 603 27 2,001,411 4.00
5.00 [00S00| ADMINISTRATIVE & GENERAL 481,247 35,082 1,563 45,694 563,586 5.00
6.00 (00600|MAINTENANCE & REPAIRS 262,720 1,004 45 37,317 301,086| 6.00
7.00 100700|OPERATION OF PLANT 125,069 8,083 360 4] 133,512; 7.00
8.00 00800 LAUNDRY & LINEN SERVICE 79,794 0 0 0 79,794 8.00
9.00 00900 HOUSEKEEPING 151,795 201 9 61,165 213,170 9.00
10,00 {01000| DIETARY 277,395 3,449 154 0 280,998 10.00
11.00 [01100| CAFETERIA 0 1] 0 0 0] 11.00
12,00 |01200|MAINTENANCE OF PERSONNEL 0 0 0 0 0] 12.00
13.00 |01300|NURSING ADMINISTRATION 183,098 201 9 85,797 269,105 13.00
14,00 |01400| CENTRAL SERVICES & SUPPLY 54,171 603 27 0 54,801 14.00
15.00 |01500| PHARMACY 39,366 0 0 0 39,366( 15.00
16.00 [01600iMEDTICAL RECORDS & LIBRARY 178,317 1,004 45 80, 370 259,736| 16.00
INPATIENT ROUTINE SERVICE COST CENTERS ©.7i.. = U T e o L o
30.00 [03000] ADULTS & PEDIATRICS 3,535,037 70,542 3,143 1,632,931 5,241,653| 30.00
44,00 04400 SKILLED NURSING FACILITY 0 0 0 0 0| 44.00
45.00 04500, NURSING FACILITY 0 0 0 0] Q] 45.00
IANCILLARY : SERVICE COST CENTERS s - L e e L T ]
54,00 |05400| RADIOLOGY-DIAGNOSTIC 15,884 0 0 0 15,884| 54,00
60.00 06000 LABORATORY 58,370 0 o) 13,958 72,328} 60.00
66.00 |06600( PHYSICAL THERAPY 278 0 1) 0 278} 66.00
68.00 |06800| SPEECH PATHOLOGY 0 0 0] 0 0| 68.00
68.01 106802|0UTSIDE MEDICAL COST 0 0 0 0 0| 68.01
69.00 {06900} ELECTROCARDIOLOGY 3,899 0 hi; 0 3,899] 69.00
70.00 (07000 ELECTROENCEPHALOGRAPHY ‘ 0 0 o; 0 0| 70.00
71.00 j07100|MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 0 0 0| 71.00
73.00 {07300/ DRUGS CHARGED TQ PATIENTS _ 243,170 540 24 44,179 287,913| 73.00
GUTPATIENT SERVICE COST CENTERS PR T S el
88.00 |08800|RURAL HEALTH CLINIC o 0 0 0 0| 88.00
£9.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0] 89.00
89.01 |08901| FQHC II 0] 0 0 0 0] 89.01
89.02 |08902)| FQHC III 128,031 0 0 0 128,031} 89.02
90.00 |09000} CLENIC 90,005 0 0 0 90,005; 90.00
91.00 (09100} EMERGENCY 32,370 0 0 0 32,370: 91.00
92.00 {09200] OBSERVATION BEDS (NON-DISTINCT PART 0} 92.00
OTHER "REIMBURSABLE COST CENTERS .- i 7. : Y R )
99,00 {09900] CMHC 0 1] 0 0 07 99.00
101. 0010100 HOME HEALTH AGENCY 0 0 0 1] 01101.00
SPECIAL . PURPOSE COSY CENTERS, v . s I T e i) S
113.00|11300( INTEREST EXPENSE 113.00
115.00{11500| AMBULATORY SURGICAL CENTER (D.P.) 1] 0 0 0 0]115.00
116.00|11600| HOSPICE 0 0 0 o 01116.00
118.00 SUBTOTALS (SUM OF LINES 1-117) 8,067,515 121,312 5,406 2,001,411 8,067,515[118.00
NONREIMBURSABLE . COST -CENTERS il o« o L : : :
190.00{19000| GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 0]190.00
191.00/19100| RESEARCH 0 0 0 0 0{191.00
192_00/19200| PHYSICIANS' PRIVATE OFFICES 0 0 0 0 0{192.00
193.00|19300| NONPAID WORKERS 0 0 1] 0 0{193.00
200.00 Cross Foot Adjustments 0[200.00
201.00 Negative Cost Centers 0 0 0 0/201.00
202.00 TOTAL (sum Fines 118-201) 8,067,515 121,312 5,406 2,001,411 8,067,515|202.00
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Health Financial Systems RAINBOW MENTAL HEALTH FACILITY In Lieu of Form CMS-2552-10
COST ALLOCATION - GENERAL SERVICE COSTS Provider CCN: 174010 |Period: worksheet B

From 07/01/2011 | Part I

Te  06/30/2012 | pate/Time Prepared:
12/27/2012 8:35 am

- Cost Center:Description S IADMINISTRATIVE| MATNTENANCE & | OPERATION_OF | LAUNDRY & .| HOUSEKEEPING
R SR o & GENERAL ‘| "~ REPAIRS O -PLANT - JLINEN SERVICE Pt
L Lok S U500 L6000 700 1. 8.00 9,00 0
IGENERAL SERVICE: COST CENTERS e S S : - i
1.00 [00100(cAP REL COSTS-BLDG & FIXT 1.00
2.00 |00200|CcAP REL COSTS-MVBLE EQUIP 2.00
4.00 |00400j EMPLOYEE BENEFITS 4.00
5.00 |00500{ ADMINISTRATIVE & GENERAL 563,586 5.00
6.00 |00B600IMAINTENANCE & REPAIRS 22,613 323,699 6.00
7.00 |00700;0PERATION OF PLANT 10,027 30,921 174,460 7.00
8.00 |00800] LAUNDRY & LINEN SERVICE 5,993 0 ¢ 85,787 8.00
9.00 00900 HOUSEKEEPING 16, 010] 768 458 0 230,406 9.00
10.00 {01000 DIETARY 21,104 13,194 7,862 0 10,410} 10.00
11.00 {01100 CAFETERTA 0 0 y; 0 0} 11.00
12.00 {01200 MAINTENANCE OF PERSONNEL 0 0 ¢ 0 0} 12.00
13.00 [01300|NURSING ADMINISTRATION 20,211 768 458 0 606! 13.00
14.00 {01400| CENTRAL SERVICES & SUPPLY 4,116 2,305 1,374 0 1,819; 14.00
15.00 i01500| PHARMACY 2,957 0 0 0 0] 15.00
16.00 [01600|MEDICAL RECORDS & LIBRARY 19, 507 3,842 2,289 0 3,031i 16.00
INPATIENT ROUTINE SERVICE COST. CENTERS ~ S L L o : B o
30.00 [03000jADULTS & PEDIATRICS 393,678 269,834 160,787 85,787 212,909| 30.00
44.00 |04400] SKILLED NURSING FACILITY 0 0 0 0 0| 44.00
45.00 |04500{NURSING FACILITY 0 0 0 0 0| 45.00
IANCILLARY SERVICE COST CENTERS @~ . s R : IR i N
54.00 (05400 RADIOLOGY-DIAGNOSTIC 1,193 0 0 0 0| 54.00
60.00 |06000] LABORATORY 5,432 ), 0 0] 0| 60.00
66.00 |06600] PHYSICAL THERAPY 21 ¢ 0 0] 0| 66.00
68.00 |06800|SPEECH PATHOLOGY 0 v, 0 0l 0| 68.00
68.01 |06802| OUTSIDE MEDICAL COST 0 v; 0 0] 0| 68.01
69.00 |06900] ELECTROCARDIOLOGY 293 ; 0 0 0| 69.00
70.00 [07000] ELECTROENCEPHALOGRAPHY 0 0 0 o 0| 70.00
71.00 [07100|MEDICAL SUPPLEES CHARGED TO PATIENT 0 0 0 s 0| 71,00
73.00 [07300]DRUGS CHARGED TO PATIENTS 21,624 2,067 1,232 0 1,631} 73.00
IOUTPATIENT SERVICE COST CENTERS. ~ oo w o P 7nns s RTINS : o T :
88.00 |0B800|RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
89.00 08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0| 89.00
89.01 |08901|FQHC IX 0 0 0 0 G| 89.01
89.02 |08902(FQHC IXII 9,616 0 0 0 G} 89.02
90.00 |09000{CLINIC 6,760 0 0 0 G| 90.00
91.00 |09100| EMERGENCY 2,431 0 0 0 0! 91.00
92.00 |09200{0BSERVATION BEDS (NON-DISTINCT PART 92.00
OTHER REIMBURSABLE COST: CENTERS R C S -
99,00 |09900i CMHC %) 0 0 0 0| 99.00
101.00({10100/ HOME HEALTH AGENCY _ Y 0 0 0 0[101.00
SPECTAL PURPOSE COST CENTERS: 7 = . S S Lo
112.00|11300| INTEREST EXPENSE 113.00
115.00{11500] AMBULATORY SURGICAL CENTER (D.P.) 8] 0 0 0 0|115.00
116.00/11600 HOSPICE 0 0 0 0 0|116.00
118.00 SUBTOTALS (SUM OF LINES 1-117) 563,586 323,699 174,460 85,787 230,406(118,00
NONREIMBURSABLE - COST CENTERS Ll LT B ) e : : Sl
190.00/19000;GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 01190.00
191.00/19100; RESEARCH 0 0 0 0 01191,00
192.00/19200( PHYSICIANS' PRIVATE OFFICES y 0 0] 0 0192.00
193, 0019300 NONPAID WORKERS 0 0 0] 0 0{193.C0
200.00 cross foot Aadjustments 200,00
201,00 Negative Cost Centers 0 0 0 0 0i201.00
202,00 TOTAL (sum Tines 118-201) 563,586 323,699, 174,460 85,787 230,406i202.00
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Health Financial Systems ) RAINBOW MENTAL HEALTH FACILITY In Lieu of Form CM5-2552-190
COST ALLOCATION - GENERAL SERVICE COSTS Provider CCN: 174010 |Period: worksheat B

From 07/01/2011 | part I

TO 06/30/2012 | Date/Time Prepared:
12/27/2012 8:35 am

. COSt Center Description. .- i S DIETARY -] CAFETERIA ~MAINTENANCE OF - 'NURSING ' ::i. " CENTRAL "
o PR ST R A e =} PERSONNEL -~ ADMINISTRATION, SERVICES &

TR T T T S 10,00 - .. 12,00 - C-n1steo13.00 S 14.00

GENERAL SERVICE COST CENTERS : S e ] LT o i
1.00 [00100|CAP REL COSTS-8LDG & FIXT 1.00
2,00 |00200{CAP REL COSTS-MVBLE EQUIP 2.00
4,00 |00400{ EMPLOYEE BENEFITS 4.00
5.00 (00500 ADMINISTRATIVE & GENERAL 5.00
6.00 (00600MAINTENANCE & REPAIRS 6.00
7.00 00700]OPERATION OF PLANT 7.00
8.00 (00800 LAUNDRY & LINEN SERVICE 8.00
9.00 100900 HOUSEKEEPING 9.00
10,00 {01000 DIETARY 333,568 10.60
11,00 [01100{ CAFETERIA 0, 0 11.00
12,00 [01200|MAINTENANCE OF PERSONNEL v; 0 0 12.00
13.00 [01300(NURSING ADMINISTRATION 0 0 0 291,148 13.00
14.00 |01400(CENTRAL SERVICES & SUPPLY 0 0 0 0 64,415; 14.00
15.00 |01500| PHARMACY 0 0 v) 0 0] 15.00
16.00 |01600|MEDICAL RECORDS & LIBRARY 0 0 0] 0 0; 16.00

INPATIENT ROUTINE SERVICE COST CENTERS . - .- o - =i R e
30.00 [03000]ADULTS & PEDIATRICS 333,568 0 0 291,148 64,415 30.00
44.00 {04400|SKILLED NURSING FACILITY 0 0 0 0 0| 44.00
45.00 {04500} NURSING FACILITY 0 0 0 0 0| 45.00

IANCILLARY "SERVICE COST CENTERS - o .o I ‘
54,00 {05400 RADIOLOGY-DIAGNOSTIC 0 0 0 [ 0| 54.00
60.00 |06000) LABORATORY 0 \] 0 0 0| 60.00
66.00 [06600) PHYSICAL THERAPY 0 0 0 0 0| 66.00
68.00 [06800|SPEECH PATHOLOGY 0 0 0 0 0| 68.00
68.01 (06802|QUTSIDE MEDICAL COST 0 0 0 0 0| 68.01
69.00 [06900| ELECTROCARDIOLOGY 0 0 0 1] 0| 69.00
70.00 (07000 ELECTROENCEPHALOGRAPHY 0 0 0 0 0} 70.00
71.00 (07100|MEDICAL SUPPLIES CHARGED TO PATIENT 0 v 0 0 0} 71.00
73.00 [07300]DRUGS CHARGED TO PATIENTS 0 0 0 0] 0} 73.00

QUTPATIENT SERVICE COST CENTERS S i -
88.00 |08800 RURAL HEALTH CLINIC 0 0 0 0 0} 88.00
89.00 |08900] FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0} 89.00
89.01 08901 FQHC II 0 0 0 0 0] 89.01
89.02 108902] FQHC IIX 0 0 0 0 0| 89.02
90.00 [02000] CLINIC 0 0 0 0 0| 90.00
91.00 {09100] EMERGENCY 0 0 0 0 0 91.00
92,00 {09200, OBSERVATION BEDS (NON-DISTINCT PART 92.00

OTHER 'REIMBURSABLE COST 'CENTERS = .m0t

99.00 |09900| CMHC 0 0 0 0| 99.00
101.00{10100| HOME HEALTH AGENCY 0 0 0 0[101.00
SPECIAL "PURPQSE COST. CENTERS - ©.:" -0~ T el e . ]
113.00/11300| INTEREST EXPENSE 113.00
115.00/11500| AMBULATORY SURGICAL CENTER (D.P.) 0] 0 0 01115.00
116.00,11600| HOSPICE y 0 0 0 01116.00
118.00 SUBTOTALS (SUM OF LINES 1-117) 333,568 0 0 291,148 64,415,118.00
NONREIMBURSABLE COST _CENTERS - - el b : o e e T e e T T
190.00[19000| GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 0i190.00
191.,00{19100] RESEARCH 0 0 0 0 0i191.00
192.00[19200| PHYSICIANS' PREIVATE QFFICES 0 0 0 0 0[192.00
193.00{19300| NONPAYD WORKERS 0 0 0 0 0193.00
200.00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 0 ¢ 0 1] 0(201.00
202.00 TOTAL (sum Tines 118-201) 333,568 0 0 291,148 64,415(202.00

MCRIF32 - 3.2,135.0



Health Financial Systems RAINBOW MENTAL HEALTH FACILITY ~In Lieu of Form CMS-2552-10
COST ALLOCATION - GENERAL SERVICE COSTS provider CCN: 174010 |Period: worksheet B
From Q7/01/2011 ! Part I
To 06/30/2012 | Date/Time Prepared:
12/27/2012 8:35 am
- oSt iCenter, Description , PHARMACY CMEDICAL ] Subtotal . .{-7 Intern & i .iTotal . o
T PO T e gesidents Costi oL o
LT & PESE
- : ] st stepdown
S S FETR IS EURLRRE B -_'A(ijustments R :
: SRR I B ) : a0 sl 6,00 14,00 L [ 25,000 T 26,00 -
GENERAL - SERVICE COST CENTERS - T T Ty L :
1.00 {00100/CAP REL. COSTS-BLDG & FIXT 1.00
2.00 00200/ CAP REL COSTS-MVBLE EQUIP 2.00
4,00 00400 EMPLOYEE BENEFITS 4.00
5.00 {00500 ADMINISTRATIVE & GENERAL 5.00
6.00 {00600 MAINTENANCE & REPAIRS 6.00
7.00 {00700, OPERATION OF PLANT 7.00
8.00 (00800; LAUNDRY & LINEN SERVICE 8.00
9.00 (00900 HOUSEKEEPING 9.00
10.00 (01000|DIETARY 10.00
11.00 (01100| CAFETERIA 11.00
12.00 (01200|MATNTENANCE OF PERSONNEL 12.00
13.00 [01300|NURSING ADMINISTRATION 13.00
14,00 |01400( CENTRAL SERVICES & SUPPLY 14.00
15,00 (01500 PHARMACY 42,323 15.00
16.00 |01600|MERICAL RECORDS & LIBRARY 0 288,405 16.00
INPATIENT 'ROUTINE SERVICE .COST CENTERS SR L i Lo .
30.00 [03000(ADULTS & PEDIATRICS 42,323 288,405 7,384,507 0 7.384,507] 30.00
44,00 |04400| SKILLED NURSING FACILITY 0 0 0 0 0] 44.00
45,00 |04500{NURSING FACILITY 0 0 0 0 0| 45.00
IANCILLARY ' SERVICE ‘COST: CENTERS P s : S .
54,00 [05400|{RADIOLOGY~DIAGNOSTIC 0 0 17,077 0 17,077 54.00
60.00 |06000] LABORATORY 0 0 77,760 0 77,760| 60.00
66.00 {06600| PHYSICAL THERAPY 0 0 299 0 299( 66.00
68.00 |06800{SPEECH PATHOLOGY 0 0 0 0 0| 68.00
68.01 06802 OUTSIDE MEDICAL COST 0 0 0 0 0| 68.01
69.00 06900} ELECTROCARDIOLOGY 0 0 4,192 0 4,192| 69.00
70.00 [07000] ELECTROENCEPHALOGRAPHY 0 0 0 0 4| 70.00
71.00 {07100/MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 0 0 0| 71.00
73.00 [07300| DRUGS CHARGED TO PATIENTS 0 0] 314,467 0 314,467 73.00
IQUTPATIENT SERVICE COST CENTERS - -~ T i e :
88.00 {08800/ RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
89.00 |08900] FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0] 89.00
89.01 08901 FQHC II 0 0 0 1] 0| 89.01
89.02 [08902| FQHC IX1I 0 0 137,647 0 137,647| 89.02
90.00 [09000] CLINIC 0 0 96,765 0, 96,765] 90.00
91.00 [09100] EMERGENCY 0 v; 34,801 0 34,801} 91.00
92.00 [09200] 0OBSERVATION BEDS (NON-DISTINCT PART 0 92.00
OTHER -REIMBURSABLE COST CENTERS L : o
99,00 |09900] CMHC 0 0 0 0} 99.00
101.00{10100| HOME HEALTH AGENCY 0 0 0 0:101.00
SPECYAL PURPOSE 'COST CENTERS ... L T Y ISR L i
113.00{11300| INTEREST EXPENSE 113.00
115.00{11500| AMBULATORY SURGICAL CENTER (D.P.) 0 0 0i115.00
116.00|11600| HOSPICE 0 0 0i{116.00
118.00 SUBTOTALS (SUM COF LINES 1-117) 8,067,515 0 8,067,515118.00
NONREIMBURSABLE - COST CENTERS R R T RS
190.00|19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0]190.00
191.00|19100| RESEARCH 0 0 0]191.00
192.00|19200| PHYSICIANS" PRIVATE OFFICES 0 0 0]192.00
193.00|19300| NONPAID WORKERS 0 0 0]193.00
200.00 Cross Foot Adjustments 0 0 0]200.00
201.00 Negative Cost Centers 0] 0 0 0 0[20%.00
202,00 TOTAL {sum lines 118-201) 42,323 288, 405 8,067,515 0 8,067,515[202.00

MCRIF3Z2 -~ 3.2.135.0



Health Financial Systems RAINBOW MENTAL HEALTH FACILITY _In tieu of Form CM5-2552-10

ALLOCATION OF CAPITAL RELATED COSTS Provider CCN: 174010 |Period: worksheet B
Frem 07/01/2011 } part II
To  06/30/2012 : pate/Time Prepared:

12/27/2012 8:35 am
. CAPITAL RELATED COSTS i T R
"o icost Centeér Description - ©iv pirectly ©7{ BLDG & FIXT | MVBLE EQUIP.|" - Subtotal - | .- EMPLOYEE
L T P 1 assigned New LI : DUl BEMEFITS
Capital:’ BRI
pelated Costs] ~ o o ; _ R L
G T : g o b nd, 00 0 SO0 A .00
GENERAL SERVICE :COST ‘CENTERS: e T e T T e e T
1.00 |00100{CAP REL COSTS-BLDG & FIXT 1.00
2.00 00200{CAP REL COSTS-MVBLE EQUIP 2.00
4,00 00400 EMPLOYEE BENEFITS ¢ 603 27 630 630| 4.00
5.00 {00500 ADMINISTRATIVE & GENERAL 0 35,082 1,563 36,645 14| 5.00
6.00 [00600 MAINTENANCE & REPAIRS 0 1,004 45 1,049 12| 6.00
7.00 (00700 OPERATION OF PLANT 0 8,083 360] 8,443 ol 7.00
8.00 |COB800[LAUNDRY & LINEN SERVICE 0 0 0 G 0| 8.00
9.00 |00900(HOUSEKEEPING 0 201 9 210 19 9.00
10,00 |01000(DIETARY 0 3,449 154 3,603 0f 10.00
11.00 |01100]{CAFETERIA 0 0 0 0 0] 11.00
12.00 {01200 MAINTENANCE OF PERSONNEL 0 0 0 0] 0 12.00
13.00 [01300{NURSING ADMINISTRATION 0 201 9 210 27| 13.00
14.00 [01400]{ CENTRAL SERVICES & SUPPLY 0 603 27 630 0| 14.00
15.00 |01500] PHARMACY 0 0 0 o 0| 15.00
16.00 |01600|MEDICAL RECORDS & LIBRARY 0 1,004 45 1,049 25| 16.00
INPATIENT -ROUTINE SERVICE COST CENTERS o CUL LTI T T
30.00 |03000|ADULTS & PEDIATRICS 0 70,542 3,143 73,685 515! 30.00
44,00 |04400{SKILLED NURSING FACILITY 0 0 0 0 0, 44.00
45.00 |04500{NURSING FACILITY 0 0 0 0 0; 45.00
IANCILLARY -SERVICE “COST CENTERS ST L T .
54.00 {05400! RADIOLOGY-DIAGNOSTIC 0 0 0 0 0) 54.00
60.00 {06000] LABORATORY Y 0 0 0 4| 60.00
66.00 106600] PHYSICAL THERAPY 0; 0 0 0 0| 66.00
68.00 {06800] SPEECH PATHOLOGY V; 0 0] 0 0| 68.00
68.01 [06802|OUTSIDE MEDICAL COST 0 0 0] 0 0| 68.01
69.00 (06900 ELECTROCARDIOLOGY 0 0 ¢ 0 0l 69.00
70.00 (07000) ELECTROENCEPHALOGRAPHY 0 0 0 0 0| 70.00
71.00 [07100|MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 V; 0 0| 71.00
73.00 [07300|DRUGS CHARGED TO PATIENTS 0 540, 24 564 14] 73.00
QUTPATIENT ‘SERVICE -COST- CENTERS- - v S
88.00 |03800(RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
£9.00 |08900! FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0| 89.00
89,01 |08901} FQHC 1T 0 0 0 0 0] 89.01
89.02 |08902| FQHC III 0 0 0 0 0| 89.02
906.00 {09000 CLINIC 0 0] 0 0] 0] 90.00
91.00 [09100] EMERGENCY 0 0 0 0 0] 91.00
92.00 09200/ OBSERVATION BEDS (NON-DISTINCT PART 0, 92,00
OTHER REIMBURSABLE COST:CENTERS o :
99.00 |099200] CMHC 0 0 0{ 99.00
101.00|10100| HOME HEALTH AGENCY 0 0 0 0i101.00
SPECIAL PURPOSE COST: CENTERS - DR LT RN .
113.00|11300{ INTEREST EXPENSE 113.00
115.00|11500) AMBULATORY SURGICAL CENTER (D.P.) 0 0 0]115.00
116.00{11600{ HOSPICE 0 0 0 0 0[116.00
118.00 SUBTOTALS {SUM OF LINES 1-117) 0] 121,312 5,406 126,718 630|118.00
NONREIMBURSASLE “COST CENTERS B i : - o
190.00/19000] GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 0{190.00
191, 00119100 RESEARCH 0 0 0 0 0{191.00
192.00/19200; PHYSICIANS' PRIVATE OFFICES 0 0 0 0 0{192.00
193.00/19300; NONPAID WORKERS 0 0 0 0 ¢193.00
200.00 Cross Foot Adjustments 0 200.00
201.00 Negative Cost Centers 0 0 0 01201.00
202.00 TOTAL (sum Tines 118-201) 0 121,312 5,406 126,718 630(202.00

MCRIF32 - 3.2.135.0




Health Financial Systems

RATNBOW MENTAL HEALTH FACILITY

In Lieu of Form €Ms-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN: 174010

Period:
From 07/01/2011 | Part II

worksheet B

To  06/30/2012 | pate/Time Prepared:
12/27/2012 8:35 am _
Cost Center Description IADMINISTRATIVE|MAINTENANCE ‘& | OPERATION OF:| - LAUNDRY & . |-HOUSEKEEPING -| " = -
Fieald e & GENERAL REPAIRS [ " 'PLANT @ LINEN SERVICE| > =" '
: R PR S : w0 5.00 L7000 8,00 g 00
GENERAL -SERVICE ‘COST CENTERS - .5 /™ B B R : R
1.00 |00100|CAP REL COSTS-BLDG & FIXT 1.00
2.00 |0D200(CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |00400| EMPLOYEE BENEFITS 4.00
5.00 |[OOS00|ADMINISTRATIVE & GENERAL 36,659 5.00
6.00 (00600 MAINTENANCE & REPAIRS 1,471 2,532 6.00
7.00 |(00700[OPERATION OF PLANT 652 242 9,337 7.00
8.00 [00B0D|LAUNDRY & LYNEN SERVICE 390 0 0 390 8.00
9.00 [00900| HOUSEKEEPING 1,041 6 25 0 1,301} 9.00
10.00 [01000|DIETARY 1,373 103 421 0 59| 10.00
11.00 |01100| CAFETERIA 0 0 i) 0 0} 11.00
12.00 [01200|MAINTENANCE OF PERSONNEL 0 0 0 0 0] 12.00
13.00 |01300|NURSING ADMINISTRATION 1,315 [3 25 0 3| 13.00
14.00 |01400|CENTRAL SERVICES & SUPPLY 268 i8 74 0 10| 14.00
15.00 |01500| PHARMACY 192 0 i) 0 0| 15.00
16.00 |01600|MEDICAL RECORDS & LIBRARY 1,269 30 123 0 17| 16.00
INPATIENT ROUTINE SERVICE :COST CENTERS * S S :
30.00 [03000;ADULTS & PEDIATRICS 25,608 2,111 8,603 390 1,203( 30.00
44,00 104400 SKILLED NURSING FACILITY 0 0 i 0 Q0| 44.00
45,00 04500 NURSING FACILITY 0 0 0 4] 0| 45.00
ANCILLARY SERVICE COST CENTERS:- i S
54,00 {05400 RADIOLOGY-DIAGNOSTIC 78 0 0 0 0| 54.00
60.00 {06000 LABORATORY 353 0 0 1) 0] 60.00
66.00 {06600 PHYSICAL THERAPY i 0 0 [} 0] 66.00
68.00 06800 SPEECH PATHOLOGY 0 0 0 0 0| 68.00
68.01 |06802|OUTSIDE MEDICAL COST 0 0 0 0 0] 68.01
69.00 |06900| ELECTROCARDIOLOGY 19 0 0 ) 0l 69.00
70.00 (07000| ELECTROENCEPHALOGRAPHY 0 0 0 0] 0} 70.00
71.00 [07100|MEDICAL SUPPLIES CHARGED TO PATIENT 0 0] 0 0] 0} 71.00
73.00 |07300/DRUGS CHARGED TO PATIENTS 1,408 16 66 0 g} 73.00
OUTPATIENT SERVICE COST:CENTERS " e S .
88.00 |08800| RURAL HEALTH CLINXC 0 0] 0 0 D 88.00
89.00 |D8300| FEDERALLY QUALIFIED HEALTH CENTER 0 ¢ 0 0 0} 89.00
89.01 |08901| FQHC II 0 0, 0 0 0} 89.01
89.02 |08902| FQHC IIX 625 0 0 0 0| 89.02
90.00 [09000| CLINIC 440 0 0 0 0{ 90.00
91.00 {09100 EMERGENCY 158 0 0 0 0] 91.00
92.00 {09200 OBSERVATION BEDS (NON-BISTINCT PAR 92.00
OTHER REIMBURSABLE COST CENTERS ' n0i:’ o o o
99.00 |09900] CMHC 0 0 0 0 0| 99.00
101, 00{10100| HOME HEALTH AGENCY Y 0 0 0 0]101.00
SPECIAL PURPUSE COST CENTERS - = R :
113.00|11300| INTEREST EXPENSE 113.00
115.00{11500{ AMBULATORY SURGICAL CENTER (D.P.) 0 0 0 0 0]115.00
116.00|11600{ HOSPICE 0 0 0 0 0[116.00
118.00 SUBTOTALS (SUM OF EINES 1-117) 36,659 2,532 9,337 390 1,301/118.00
NONREIMBURSABLE COST CENTERS . . S R e
190,.00i29000, GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 01190.00
191, 00;19100] RESEARCH 0 0 0 0 0)191.00
192,00:19200] PHYSICIANS' PRIVATE OFFICES 0 0 [ 0 0(192.00
193, 00{19300] NONPAID WORKERS 0 0 0 ) 0[193.00
200.00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 0 0 0 0 0{201.00
202.00] TOTAL {sum Tines 118-201) 36,659 2,532 9,337 390 1,301{202.00

MCRIF3Z2 - 3.2.135.0




Health Financial Systems RAINBOW MENTAL HEALTH FACILITY in tieu of Form CM$-2552-10
ALLOCATION OF CAPITAL RELATED COSTS providaer CCN: 174010 |Period: worksheet B
From 07/01/2011 | part II
To 06/30/2012 | pate/Time Prepared:
12/27/2012 8:35 am
i Cost. Center Description S DIETARY | | CARETERIA MAINTENANCE OF{: ~-NURSING - -] . -CENTRAL: REE
P RN S me o 0 PERSONNEL - ADMINISTRATION, - SERVICES & o[l "o
Lo T TR SUPPLY
- T S o G A1,00 12,00 71}.0:013,00 14.00
GENERAL SERVICE .COST CENTERS: B "' e e oL
1.00 [00100|CAP REL COSTS-BLDG & FIXT
2.00 (00200{cAP REL COSTS-MVBLE EQUIP
4.00 |00400|EMPLOYEE BENEFITS
5.00 [00500|ADMINISTRATIVE & GENERAL
6.00 |00GODIMAINTENANCE & REPAIRS
7.00 |[00700{OPERATION OF PLANT
8.00 00800 LAUNDRY & LINEN SERVICE
9.00 (00900 HOUSEKEEPING
10.00 101000 DIETARY 5,559
11.00 {01100) CAFETERTA 0 0
12.00 {01200 MAINTENANCE OF PERSONNEL v; 0 0
13.00 {01300 NURSING ADMINISTRATION 0] 0 0 1,586
14.00 [01400|CENTRAL SERVICES & SUPPLY 0 0 1] 0 1,000{ 14.00
15.00 [01500( PHARMACY 0] 0 0 0 0| 15.00
16.00 (01600[MEDICAL RECORDS & LIBRARY 0] 0 0 0 0| 16.00
INPATIENT ROUTINE SERVICE COST CENTERS. - T T e - R
30.00 [03000(ADULTS & PEDIATRICS 5,559 0 0] 1,586 1,000( 30.00
44,00 |04400| SKILLED NURSING FACILITY 0 0 0 0 0| 44.00
45.00 |04500]NURSING FACILITY 0 4] 0 0 0| 45.00
IANCILLARY SERVICE COST CENTERS .~ . ™ " - i
54,00 |05400|RADIOLOGY-DIAGNOSTIC 0 0 0, 0 0| 54.00
60.00 {06000 LABORATORY 0 0 0 0 0| 60.00
66.00 {06600| PHYSICAL THERAPY 0 0 0 0 0| 66.00
68.00 |068B00)SPEECH PATHOLOGY 0 0 0 0 0| 68.00
68.01 |06802|OUTSIDE MEDICAL COST 0 0 0 0 0| 68.01
69.00 {06900 ELECTROCARDIOLOGY 0 0 0 0 0| 69.00
70.00 [07000] ELECTROENCEPHALOGRAPHY 0 0 0 0 0| 70.00
71.00 (07100 MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 0 0 0 71.00
73.00 [07300|DRUGS CHARGED TO PATIENTS 0 0 0 0 0} 73.00
DUTPATIENT SERVICE (COST CENYERS -~ - - o oo i T : et - i
88.00 (08800|RURAL HEALTH CLINIC 0 0 0 0 0} 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0; 89.00
89.01 |08901|FQHC IT 0 0 0 0 0} 89.01
89.02 |08902|FQHC III 0 0 0 0 0} 89.02
90.00 ]09000| CLINIC 0 0 0 0 01 90.00
91.00 09100 EMERGENCY 0 0 0 0 0f 91.00
92.00 {09200 OBSERVATION BEDS (NON-DISTINCT PART 92.00
OTHER REIMBURSABLE COST CENTERS '~ B . EEE
99,00 09900; CMHC 0 0 0 0 0| 99.00
101, 00110100/ HOME HEALTH AGENCY 0 0] 0 0 0[101.00
SPECIAL PURPOSE -COST CENTERS ' o B i
113.00{11300] INTEREST EXPENSE 113.00
115.00/11500] AMBULATORY SURGICAL CENTER (D.P.) 0 0 0 0 0]115.00
116.00]11600] HOSPICE 0 0 0 0 0[ils.00
118.00, SUBTOTALS (SUM OF LINES 1-117) 5,559 0 0 1,586 1,000|118.00
NONREIMBURSABLE ‘COST CENTERS L L S Sl Com
190.00,19000, GIFYT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0] 0[190.00
191.00]19100 R ESEARCH 0 0 0 0 0[191.00
192.00/19200]{ PHYSICEANS" PRIVATE OFFICES 0 0 0 0 01192.00
193.00|19300{ NONPAID WORKERS 0 0 0 ¢ 0{193.00
200.00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 0 0 0 0 0j201.00
202.00 TOTAL (sum Tlines 118-201) 5,559 0 0 1,586 1,000j202,00

MCRIF32 - 3.2,135.0




Heatth Financial Systems RATNBOW MENTAL HEALTH FACILITY ) In tieu of Form CMS-2552-10
ALLOCATION OF CAPITAL RELATED COSTS provider CCN: 174010 |Period: worksheet 8

From 07/01/2011 | Part IX

To  06/30/2012 | Date/Time Prepared:
12/27/2012 8:35 am

GoeshCost Center Description i U MEDICAL: ] osubtotal | Intern & - - -Total o]
L R N CIRECORDS. & vl Residents .Cost] R
.- LIBRARY. L 5 & post
L " Istepdown BT
| Adjustments o T
e R Coo : 25,00 26.00 -
GENERAL "SERVICE COST CENTERS : L L
1.00 {00100|CAP REL COSTS-BLDG & FIXT 1.00
2.00 {00200|CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |00400{ EMPLOYEE BENEFITS 4.00
5.00 [00500{ADMINISTRATIVE & GENERAL 5.00
6.00 |00600|MAINTENANCE & REPAIRS 6.00
7.00 |00700|OPERATION OF PLANT 7.00
8.00 |[00800|LAUNDRY & LINEN SERVICE 8.00
9.00 |00200|HOUSEKEEPING 9.00
10.00 (01000|DIETARY 10.00
11.00 (01100|CAFETERIA 11.00
12.00 |01200{MAINTENANCE OF PERSONNEL ) 12.00
13.00 |01300{NURSING ADMINESTRATION 13.00
14.00 |01400,CENTRAL SERVICES & SUPPLY 14.00
15.00 |01500; PHARMACY 192 15.00
16.00 |01600/MEDICAL RECORDS & LIBRARY 0 2,513 16.00
INPATIENT. ROUTINE SERVICE -COST CENTERS & % & ST S : ST
30.00 (03000 ADULTS & PEDIATRICS 192 2,513 122,965 [\) 122,965( 30.00
44,00 j04400 SKILLED NURSING FACILITY 0 0 0 0 0] 44.00
45.00 04500 NURSING FACILITY 0 4] 0 1] 0] 45.00
IANCILLARY SERVICE.COST CENTERS = 1o .- -t R EETRRRE : : E
54.00 (05400 RADIOLOGY-DIAGNOSTIC 1] 0 78 1; 78| 54.00
60.00 ;06000 LABORATORY 0 0 357 0 3571 60.00
66.00 (06600 PHYSICAL THERAPY 0 0 1 0 1{ 66.00
68.00 {06800[SPEECH PATHOLOGY 0 0 0 0 0 68.00
68.01 {0B6B02(OUTSIDE MEDICAL COST 0 0 0 0 0] 68.01
69.00 {06900 ELECTROCARDIOLOGY 0 0 19 0 19{ 69.00
70.00 07000 ELECTROENCEPHALOGRAPHY 0 0 0 0 0] 70.00
71.00 [07100(MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 0 0 0| 71.00
73.00 07300/ DRUGS CHARGED TQO PATIENTS 0 0 2,075 0 2,075] 73.00
CUTPATIENT SERVICE COST CENTERS S . : :
88.00 |08B00[RURAL HEALTH CLINIC 0] 0 0 0 0| 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0] 0 0 0 0| 89.00
89.01 (08901 FQHC II ¢ 0 0 0 0| 89.01
89.02 (08902 FQHC IIT ¢ 0 625 0 625 89.02
90,00 (09000} CLINIC v; 0 440 0 440( 90,00
91.00 |09100| EMERGENCY 0, 0 158 0 158] 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART 0 92.00
OTHER .REIMBURSABLE COST CENTERS: R S :

99,00 |09900] CMHC 0 0 0 0 0] 99.00
101.00|10100] HOME HEALTH AGENCY 0 0 0 01101.00
SPECIAL . PURPOSE COST CENTERS . . ~owiwiiin U o . T
113.00{11300| INTEREST EXPENSE . 113.00
115.00{11500{ AMBULATORY SURGICAL CENTER (D.P.) 0 0 0 0 01115.00
116.00{11600{ HOSPICE 0 0 0 0 01116.00
118.00 SUBTOTALS (SUM OF LINES 1-117) 192 2,513 126,718 0 126,718/118.00

NONREIMBURSABLE €OST CENTERS - ool il i lin s o e o e B
190.00{19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 0190.00
191.00|19160{ RESEARCH 0 0] 0 0 0i191.00
192.00{19200| PHYSICIANS' PRIVATE OFFICES 0 0] o] 0 01192.00
193.00{19300| NONPAID WORKERS 0 0] 0 0 0[193.00
200,00 Cross Foot Adjustments 0 [ 0[200.00
201.00 Negative Cost Centers 0 0 0 [ 0[201.00
202.00 TOFAL (sum lines 118-201) 192 2,513 126,718 0 126,718(202.00

MCRIF32 - 3.2.135.0



Health Financial Systems ) RAINBOW MENTAL HEALTH FACILITY In Lieu of Form CM5-2552-10

COST ALLOCATION - STATISTICAL BASIS Provider CCN: 174010 |Period: worksheet 8-1
From 07/01/2011
To  06/30/2012 | pate/Time Prepared:

_ _ _ 12/27/2012 8:35 am _
TCAPITAL (RELATED COSTS [t ot hny P T T
.cost Center Dascription.. 1 . . [ /BLDG ‘& FIXT. -] MVBLE EQUIP.| . EMPLOYEE - [ReconciliationADMINISTRATIVE|'®
N R R ~2|-(SQUARE ' FEET) | (SQUARE FEET) | -~ BENEFITS L } " & GENERAL .70
ol e S GROSS (accum, COST) [ -
BT e : P “S o0 o z.00 T T 500
GENERAL 'SERVICE COST. 'CENTERS. : B R R K R
1.00 {00100;CAP RFL COSTS-BLDG & FIXT 60, 390 1.00
2.00 [00200;CAP RFL COSTS-MVBLE EQUIP 60,390 2.00
4.00 |00400! EMPLOYEE BENEFITS 300 300 4,271,172 4.00
5.00 [|00500]ADMINISTRATIVE & GENERAL 17,464 17,464 97,514 -563,586 7,503,929 5.00
6.00 00600 MATNTENANCE & REPAIRS 500 500 79,637 0 301,086| 6.00
7.00 (00700 OPERATION OF PLANT 4,024 4,024 0 0 133,512 7.00
8.00 [00800! LAUNDRY & LINEN SERVICE 0 0 0 0 79,794| 8.00
9.00 00900 HOUSEKEEPING 100 100 130,532 0 213,170 9.00
10.00 (01000 DIETARY 1,717 1,717 0 1] 280,998( 10.00
11.00 (01100, CAFETERTIA 0 0 0 0 0| 11.00
12.00 [01200{MATNTENANCE OF PERSONNEL 0 0 0 0 0| 12.00
13.00 [01300] NURSING ADMINISTRATION 100 100 183,098 0 269,105( 13.00
14.00 |01400{ CENTRAL SERVICES & SUPPLY 300 300 0 0 54,801| 14.00
15.00 |01500; PHARMACY 0 0 0 1] 39,366| 15.00
16.00 [01600| MEDICAL RECORDS & LIBRARY 500 500 171,517 0 259,736| 16.00
INPATIENT. ROUTINE SERVICE COST CENTERS LI I T T e L B
30.00 [03000|ADULTS & PEDIATRICS 35,116 35,116 1,484,805 0 5,241,653 30.00
44,00 (04400 SKILLED NURSING FACILITY 0 0 0 0 0| 44.00
45.00 |04500[NURSING FACILITY 0 0 0 0 0| 45.00
IANCILLARY | SERVICE ‘COST CENTERS o SR o R
54,00 (05400| RADIOLOGY-DIAGNOSTIC 0 [ 0 0 15,884 54.00
60.00 06000| LABORATORY 0 [ 29,787 0 72,328| 60.00
66.00 06600 PHYSICAL THERAPY 0 0 0 0 278| 66.00
68.00 {06800|SPEECH PATHOLOGY 0 0 0 0 0| 68.00
68.01 {06802|OUTSIDE MEDICAL COST 0 0 0 1] 0] 68.01
69.00 {06900| ELECTROCARDIOLOGY 0 4 0 0 3,899| 69.00
70.00 07000 ELECTROENCEPHALOGRAPHY 0 0 0 0 0| 70.00
71.00 {07100(MEDICAL SUPPLIES CHARGED TO PATIENT 0 G 0 0 0| 71.00
73.00 107300/ DRUGS CHARGED TO PATIENTS 269 269 94,282 0 287,913 73.00
OQUTPATIENT SERVICE COST CENTERS . o ST :
88.00 [08800| RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
89.00 {08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0| 89.00
89.01 {08901 FQHC IT o) 0 0 0 0] 89.01
89.02 {08902| FQHC 11X 0 ¢ 0 4] 128,031| 89.02
90.00 {09000 CLINIC ) 0 0 0 90,005| 90.00
91.00 {09100 EMERGENCY 0 0 0 4] 12,370| 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART 92.00
IOTHER - REIMBURSABLE : COST _CENTERS o T L T T e e e B : RS
99.00 |09900] CMHC 0 0 ¢ 0| 99.00
101.00/10100| HOME HEALTH AGENCY 0 0 0 0 0i101.00
SPECIAL 'PURPOSE COST CENTERS IR R ; - ;
113.00/11300] INTEREST EXPENSE 113.00
115.00/11500] AMBULATORY SURGICAL CENTER (D.P.) 0] 0 0 0 01115.00
116.00/11600| HOSPICE 0] 0 0 0 0i116.00
118.00 SUBTOTALS (SUM OF LINES 1-117) 60, 390 60, 390 4,271,172 ~-563,586 7,503,9291118.00
HONREIMBURSABLE COST CENTERS L T IR A :
190.00{19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0] 0 0 0 01190.00
191.00,19100| RESEARCH 0] 0 0 0 0{19%.00
192,00119200| PHYSICIANS' PRIVATE OFFICES 0] 0 0 0 0{192.00
193.00/19300| NONPAID WORKERS 0] 0 0 0 0{193.00
200.00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 201.00
202.00 cost to be allocated (per wkst, B, 121,312 5,406 2,001,411 563,586{202.00
Part I)
203.00 unit cost multiplier (wkst. B, Part I) 2.008809 0.089518 0.468586 0.075105i203.00
204.00 Cost to be allocated (per wkst. B, 630 36,6591204.00
part II)
205.00 unit cost multiplier (wkst. B, Part 0.000148 0.004885!205.00
D)

MCRIF32 - 3.2.135.0




Health Financial Systems RATNBOW MENTAL HEALTH FACILITY In Lieu of Form CM5-2552-10
COST ALLOCATION - STATISTICAL BASIS Provider CCN: 174010 |Peric worksheet B-1

From 07/01/2011
To 06/30/2012 | Date/Time Prepared:
12/27/2012 8:35 am _

‘Cost. Center Description MATINTENANCE ‘& | OPERATION OF LAUNDRY & HOUSEKEEPING | - DIETARY -
e . i ~ REPAIRS .- "|"u0 PLANT LINEN - SERVICE | (SQUARE [FEET) {{MEALS SERVED)
{SQUARE  FEET) [ (SQUARE :FEET) | (POUNDS OF = | b iimini i R,
Dol S PP S 6.00 . T .00 o b U800 ] e, 00 10,00
GENERAL SERVICE :COST CENTERS-: L Lo R :
1.00 |00100(CAP REE COSTS-BLDG & FIXT 1.00
2.00 |00200jCAP REL COSTS-MVBLE EQUIP 2.00
4.00 |00400| EMPLOYEE BENEFITS 4,00
5.00 [00500{ADMINISTRATIVE & GENERAL 5.00
6.00 |00600|MAINTENANCE & REPAIRS 42,126 6.00
7.00 |00700| OPERATION OF PLANT 4,024 38,102 7.00
8.00 |0C0O800|LAUNDRY & LINEN SERVICE 0 0 42,247 8.00
9.00 (00900 HOUSEKEEPING 100 100 hh; 38,002 9.00
10.00 |01000| DIETARY 1,717 1,717 Q 1,717 33,822 10.00
11.00 |01100| CAFETERIA 0 0 ; 0 0} 11.00
12.00 {01200 MAINTENANCE OF PERSONNEL 0 0 0 0 4} 12.00
13.00 [01300  NURSING ADMINISTRATION 160] 100 0 100 0} 13.00
14.00 {01400 CENTRAL SERVICES & SUPPLY 300 300 0 300 ¢ 14.00
15.00 {01500 PHARMACY 0, 0 0 0 ¢ 15.00
16.00 [01600|MEDICAL RECORDS & LIBRARY 500, 500 0 500 0] 16.00
INPATIENT ROUTINE - SERVICE COST CENTERS - S T o - R
30.00 [03000|ADULTS & PEDIATRICS 35,116 35,116 42,247 35,116 33,822| 30.00
44.00 [04400{SKILLED NURSING FACILITY 0 0 0 0 0| 44.00
45.00 [04500[NURSING FACILITY 0 0 0 0 0| 45.00
IANCILLARY 'SERVICE 'COST. CENTERS R - . R R N
54.00 {05400| RADIOLOGY-DIAGNOSTIC 0 0 0 0 0] 54.00
60.00 {06000 LABORATORY 0 0 0 0 0| 60,00
66.00 06600 PHYSICAL THERAPY 0 0 0 0 0] 66.00
68.00 [06800(SPEECH PATHOLOGY 0 0 0 0 0] 68.00
68.01 |06802|QUTSIDE MEDICAL COST 0 0 0 0 0} 68,01
69.00 |06900 ELECTROCARDIOLOGY 0 0 0 0 0} 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 0 0 0: 70.00
71.00 [07100|MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 0 0 0; 71.00
73.00 |07300jDRUGS CHARGED TQO PATIENTS 269 269 0 269 0i 73.00
CUTPATIENT SERVICE COST CENTERS.: e o
88.00 |0BBOO| RURAL HEALTH CLINIC 0 0 0 0 0 88.00
89.00 |08900) FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0| 89.00
89.01 |0B901i FQHC II 0 0] ¢ 0 0| 89.01
89.02 |0B902| FQHC III 0 0 0 0 0] 89.02
90.00 |09000; CLINIC 0 0 0 0 0] 90.00
91.00 |09100 EMERGENCY 0 0 0 0 0] 91.00
92.00 |09200;08SERVATION BEDS (NON-DISTINCT PART 92.00
OTHER REIMBURSABLE €OST CENTERS .~ " e ] L L : .
99.00 |09200; CMHC 0 Q 0] 99.00
101.00{10100] HOME HEALTH AGENCY 0 0 1] Q 0/101.00
SPECIAL PURPOSE COST CENTERS o T LT T : .
113.00|11300] INTEREST EXPENSE 113.00
115.00{11500] AMBULATORY SURGICAL CENTER (D.P.) 0 0 0] 0 0{115.00
116.00|11600] HOSPICE 0 0 0 0 ({116.00
118,00 SUBTOTALS (SUM OF LINES 1-117) 42,126 38,102 42,247 38,002 33,822|118.00
NONREIMBURSABLE COST CENTERS: : R T T = R R L
190, 00|19000/ GIFT, FLOWER, COFFEE SHOP & CANTEEN 0] 0 0 0 0(190.00
191, 00|19100 RESEARCH ; 0 0 0 0]191.00
192.00|19200] PHYSICTIANS' PRIVATE OFFICES 0, 0 0 0 0|192.00
193. 00119300 NONPAID WORKERS v; 0 0 0 0]193.00
200,00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 201.00
202.00 Cost to be allocated (per wkst. B, 323,699 174,460 85,787 230,406 333,5681202.00
Part 1)
203.00 unit cost multiplier (wkst. B, Part I) 7.684067 4,578762 2.030606 6.062997 9.862456203.00
204,00 cost to be allocated (per wkst. B, 2,532 9,337 380 1,301 5,5591204.00
Part II)
205,00 unit cost multiplier (wkst. B, Part 0.060105 0.245053 0.009231 0.034235 0.164360;205.00
I1)

MCRIF32 - 3.2.135.0




Health Financial Systems RAINBOW MENTAL HEALTH FACILITY In Lieu of Form CM$-2552-10
COST ALLOCATION - STATISTICAL BASIS pProvider CCN: 174010 (pPericd: worksheet B-1

From 07/01/2011
To 06/30/2012 | pate/Time Prepared:
12/27/2012 8:35 am

o Cost-Center Description. ~ - - = CAFETERTA - MATNTENANCE OF - NURSING - : |- CENTRAL - {..": PHARMACY -
. ST (MEALS :SERVED)| -PERSONNEL " ADMINISTRATION CSERVICES &
ST s (NUMBER CUSUPPLY
] .. HOUSED) (DIRECT RRSING < (COSTED. -
o : R i HRS) S A kREQ@I'S.') .
R R 11,00 -] . 12.00 1_3.00-- 14,00
GENERAL 'SERVICE COST ‘CENTERS - A ) LT
1.00 |00100(CAP REL COSTS-BLDG & FIXT
2.00 |00200{CAP REL COSTS-MVBLE EQUIP
4.00 |00400|EMPLOYEE BENEFITS
5.00 [00500!ADMINISTRATIVE & GENERAL
6.00 |O0G600IMAINTENANCE & REPAIRS
7.00 (00700 OPERATION OF PLANT
8.00 00800 LAUNDRY & LINEN SERVICE
9,00 [00900] HOUSEKEEPING
10.00 (01000] DIETARY
11.00 101100 CAFETERIA 0
12.00 {01200 MAINTENANCE OF PERSONNEL 0 0
13,00 {01300 NURSING AOMINISTRATION 0] 0 2,080
14,00 |01400; CENTRAL SERVICES & SUPPLY ¢ 0 0 44,495 .
15.00 |01500( PHARMACY 0 0 0 0 100( 15.00
16,00 |01600[MEDICAL RECORDS & LIBRARY 0 0 0 0 0} 16.00
INPATIENT 'ROUTINE SERVICE COST CENTERS - e s R SR T .
30,00 [03000[ADULTS & PEDIATRICS 0 0 2,080 44,495 100 30.00
44,00 |04400(SKILLED NURSING FACILITY 0 0 0 0 0 44,00
45.00 |04500| NURSING FACILETY 4] 8] 0 0! 45.00
IANCILLARY. SERVICE COST:CENTERS T
54,00 (05400 RADIOLOGY-DIAGNOSTIC 0 0 0 ¢ 0l 54.00
60,00 [06000] LABORATORY 0 0 0] 0 0| 60.00
66.00 [06600] PHYSICAL THERAPY 0 1) 1] ¢ 0| 66.00
68.00 [06B00|SPEECH PATHOLOGY 0 1) 0 ¢ 0| 68.00
68.01 |06802/OUTSIDE MEDICAL COST 0 0 0 0 0] 68.01
69.00 {06900) ELECTRCCARDIOLOGY 0 0 0 0 0] 69.00
70.00 |07000] ELECTROENCEPHALOGRAPHY 0 0 0 0 0] 70.00
71.00 [07100|MEDICAL SUPPLIES CHARGED TO PATIENT 0 v} 0 1] 0] 71.00
73.00 [07300|DRUGS CHARGED TO PATIENTS 0 0 0 1] 0] 73.00
OUTPATIENT (SERVICE COST CENTERS © Whilniiali.iu o o
88.00 |OBBOD|RURAL HEALTH CLINIC 0 0 0 0] Gl 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0} 89.00
89.01 |08901|FQHC II 0 0 0 0] 0] 89,01
89.02 |08902|FQHC III 0 0 0 0 0] 89.02
90.00 |09000| CLINIC 0 0 0 0 0| 90.00
91.00 |09100| EMERGENCY 0 0 0 0 0| 91.00
92.00 |09200{0BSERVATICON BEDS (NON-DISTINCT PART 92.00
OTHER REIMBURSABLE: COST CENTERS : Lo : Sl : : = o
99.00 {09900} CMHC 0 0 0| 99.00
101, 00i 10100 HOME HEALTH AGENCY 0 9 4] 0 0(101.00
SPECIAL PURPQSE CQST. CENTERS -~ : LT - R L i
113, 00{11300| INTEREST EXPENSE 113.00
115,00{11500] AMBULATORY SURGICAL CENTER (D.P.) 0 0 0 0115.00
116.00{11600| ROSPICE 0 0 0 v 0]116.00
118.00 SURTOTALS (SUM OF LINES 1-117) b; 0 2,080 44,495 100i118.00
NONREIMBURSABLE - COST. CENTERS - i ot o n s R : LR T T e
190.00/19000] GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 01190.00
191.00/19100 RESEARCH 0 0 0 0 0:191,00
192.00/19200 PHYSICIANS' PRIVATE OFFICES 0 0 0 0 0{192.00
193.00/19300; NONPAID WORKERS 0 0 0 0 0{193.00
200.00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 201.00
202.00 Cost to be allocated (per wkst. B, 0 0 291,148 64,415 42,323|202.00
Part I)
203.00 unit cost multiplier (wkst. B, Part I) 0. 000000 0.000000 139.975000 1.447691 423,230000(203.00
204.00 Cost to be allocated (per wkst. B, 0 0 1,586 1,000 192(204.00
Part II)
205.00 unit cost multiplier (wkst. B, Part 0.000000 0.000000 0.762500 0.022474 1.920000|205.00
1I)

MCRIF32 -~ 3.2.135.0




Health Financial Systems

COST ALLOCATION - STATISTICAL BASIS

_RAINBOW MENTAL HEALTH FACTILITY

In Lieu of Form CMS-2552-10

Provider CCN: 174010

Period:
From 07/01/2011
To 06/30/2012

worksheet B-1

Date/Time Prepared:

12/27/2012_8:35

am_

o TCest Center Description. . e ST MEDTCAL -
CE e Sl TRECORDS & |°
CULIBRARY -
(CHARGES)

_ . . SRR 16.00.

GENERAL -SERVICE COST CENTERS ' o
1.00 |[00100|CAP REL COSTS-BLDG & FIXT
2.00 [00200]|CAP REL COSTS-MVBLE EQUIP
4.00 00400 EMPLOYEE BENEFITS
5.00 |00SOD|ADMINISTRATIVE & GENERAL
6.00 |0D6Q0|MAINTENANCE & REPAIRS
7.00 |0D700|0PERATION OF PLANT
8.00 |DDBO0|LAUNDRY & LINEN SERVICE
9.00 |00900{HOUSEKEEPING
10.00 |01000|PIETARY
11,00 j01100| CAFETERIA
12.00 {01200|MAINTENANCE OF PERSONNEL
13.00 }01300{NURSING ADMINISTRATION
14.00 {01400;CENTRAL SERVICES & SUPPLY
15.00 101500} PHARMACY .
16.00 (01600;MEDICAL RECORDS & LIBRARY 6 214 178 16.00

INPATIENT ROUTINE SERVICE COST CENTERS A
30.00 {03000 ADULTS & PEDIATRICS 6, 214 178 30.00
44,00 |04400] SKTILLED NURSING FACILITY 0] 44,00
45.00 |04500/NURSING FACILITY 0] 45,00

IANCILLARY SERVICE COST. CENTERS: e
54.00 (05400 RADIOLOGY-DTAGNOSTIC 0 54.00
60.00 (06000, LABORATORY 0] 60.00
66.00 |06600; PHYSICAL THERAPY 0 66.00
68.00 |06800] SPEECH PATHOLOGY 0 68.00
68.01 |06802|QUTSIDE MEDICAL COST 0 68.01
69.00 |06900] ELECTROCARDIOLOGY 0 69.00
70.00 |07000] ELECTROENCEPHALOGRAPHY 0 70.00
71.00 |07100(MEDICAL SUPPLIES CHARGED TO PATIENT 0 71.00
73.00 |07300]DRUGS CHARGED TO PATIENTS 0 73.00

QUTPATIENT SERVICE COST CENTERS ™ s
88.00 |08800| RURAL HEALTH CLINIC 0 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 89.00
89.01 |08901( FQHC 1T 0 89.01
89.02 {08902( FQHC IIXI 0 89.02
90.00 {09000 CLINIC 0 90.00
91.00 |09100( EMERGENCY 0 91.00
92.00 [09200| OBSERVATION BEDS (NON-DISTINCT PART 92.00

OTHER REIMBURSABLE - COST CENTERS -

99.00 {09900 CMHC 0 99,00
101.00{10100| HOME HEALTH AGENCY 0 101.00
SPECTIAL “PURPOSE COST -CENTERS © i/ dehn E
113.00/11300] INTEREST EXPENSE 113.00
115.00/11500]{ AMBULATORY SURGICAL CENTER {D.P.) 0 115.00
116.00{11600| HOSPICE 0 116.00
118.00 SUBTOTALS (SUM OF LINES 1- 117) 6,214,178 118.00

NONREIMBURSABLE COSY CENTERS - i 7ni e :
190.00/19000[GIFY, FLOWER, COFFEE SHOP & CANTEEN 0 190.00
191.00/19100| RESEARCH 0 191.00
192.00/19200| PHYSECIANS' PRIVATE OFFICES 0 192.00
193, 00]19300| NONPAID WORKERS 0 193.00
200.00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 201.00
202.00 cost to be allocated (per wkst. B, 288,405 202.00
pPart I)
203.00 unit cost multiplier (wkst. B, Part I) 0.046411 203.00
204.00 Cost to be allocated (per Wkst. B, 2,513 204.00
pPart 11)
205.00 uUnit cost multiplier (Wkst. B, Part 0.000404 205.00
I1)

MCRIF32 - 3.2.135.0




Health Financial Systems RAINBOW MENTAL HEALTH FACILITY In Lieu of Form CMs-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CcN: 174010 | Period: worksheet C
From 07/01/2011 | Part I

To 06/30/2012 | pate/Time Prepared:
12/27/2012 8:35 am _

Title XVIII Hospital PPS
i S S el T B T R A T .Cbsts R . R -
‘Cost!Center bescription ~Total Cost . | Therapy Limit] Total-Costs:] . RCE'.. '} Total Costs
el AR RRRRCTR s cHFrol wkst. B, p oo o CAdg i ni s o pisal Towance | o e
SPart I, cceli o Lo i Lo
INPATIENT. ROUTINE SERVICE COST CENTERS e R R ) ] T PRI T
30.00 [03000{ADULTS & PEDIATRICS 7,384,507 7,384,507 i 7,384,507| 30.00
44,00 04400} SKILLED NURSING FACILITY 0 0 0 0| 44.00
45.00 [04500] NURSING FACILYITY 0 0 0 0} 45.00
IJANCILLARY. SERVICE COST CENTERS : D R T T A : L RTT
54.00 |05400] RADIOLOGY-DIAGNOSTIC 17,077 17,077 0 17,0771 54.00
60.00 (06000{ LABORATORY 77,760 77,760 0 77,760 60.00
66.00 [06600| PHYSICAL THERAPY 299 0 299 0 299! 66.00
68.00 [06800|SPEECH PATHOLOGY 0 0 0 0 0| 68.00
68.01 [06802|CGUTSIDE MEDICAL COST 0 0 0 0 0| 68.01
69.00 {06900 ELECTROCARDIOLOGY 4,192 4,192 Q 4,192| 69.00
70.00 (07000 ELECTROENCEPHALOGRAPHY 0 0 0 o 70.00
71.00 (07100 MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 0 of 71.00
73.00 [07300]DRUGS CHARGED TO PATIENTS 314,467 314,467 0 314,467 73.00
QUTPATIENT. SERVICE COST CENTERS o b vl woi 00 o i i s PR
88.00 (08800 RURAL HEALTH CLINIC 0 0 0 0| 88.00
£9.00 |08900] FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0| 89.00
89.01 |08901| FQHC IX 0 0 0 0] 89.01
89.02 |08902| FQHC IIX 137,647 137,647 0 137,647 89.02
90.00 [09000|CLINIC 96,765 96,765 0 96,765| 90.00
91.00 09100} EMERGENCY 34,801 34,801 [¥] 34,801) 91.00
92.00 |09200 0BSERVATION BEDS (NON-DISTINCT PART 0 0 ¢l 92.00
OTHER ‘REIMBURSABLE 'COST CENTERS - i woiw i win i ©0 ool e - S T
99.00 |09900] CMHC 0 0 0| 99.00
101, 00{10100| HOME HEALTH AGENCY 0 0 0f101.00
SPECIAL PURPOSE. COST CENTERS e T T L e e e ] R i
113.00[11300]{ INTEREST EXPENSE 113.00
115.00{31500{ AMBULATORY SURGICAL CENTER (D.P.) 0 0 0i115.00
116.00;11600| HOSPICE 0 0 0/116.00
200.00 subtotal (see instructions) 8,067,515 0 8,067,515 0 8,067,515{200.00
201,00 Less Observation Beds 0 0 01201,00
202.00 Total (see instructions) 8,067,515 0 8,067,515 0] 8,067,515{202.00

MCRIF32 - 3.2.135.0



Health Financial Systems RAINBOW MENTAL HEALTH FACILEITY In Lieu of Form ¢MS-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CCN: 174010 |period: worksheet €

From 07/01/2011!pPart 1

To 06/30/2012 | pate/Time Prepared:
12/27/2012 8:35 am

Title XVIII Hospital PPS
Cost Centér pescription Inpatient ] -owtpatient - frotalz(col. 6|Cost or-Other; TEFRA
s i B ERETURETNEREI TRt o ) I I ““Ratio - Inpatiént
_' e LTl Uil . B - L 'Ratio
G T T T T e e . ..6.,00 7.0 8,00 - 9,00 . .. 10.00
INPATIENT ROUTINE SERVICE COST CENTERS T Sl e e ' ' -
30.00 [03000/ADULTS & PEDIATRICS 6,214,178 6,214,178 30.00
44.00 [04400|SKILLED NURSING FACILITY 0 0 44.00
45.00 [04500{NURSING FACILITY \] 0] 45.00
IANCILLARY SERVICE COSY CENTERS R ' o B - - -
54.00 (05400 RADIOLOGY~DIAGNOSTIC 1,873 0 1,873 9.117459 0.000000( 54.00
60.00 [06000] LABORATORY 76,784 6,000 82,784 0.939312 0.000000( 60.00
66.00 {06600 PHYSICAL THERAPY 279 0 279 1.071685 0.000000( 66.00
68.00 {06800 SPEECH PATHOLOGY 0 0 0 0.000000 0.000000( 68.00
68.01 ;06802(OUTSIDE MEDICAL COST 0 0 0 0.000000 0.000000| 68.01
69.00 (06900 ELECTROCARDIOLOGY 3,075 0 3,075 1.363252 0.000000| 69.00
70.00 (07000 £LECTROENCEPHALOGRAPHY 0 0 4] 0. 000000 0.000000( 70.00
71,00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 [4] 0. 000000, 0.000000] 71.00
73.00 [07300{DRUGS CHARGED TO PATIENTS 265,801 0 265,801 1.183092 0.000000] 73,00
OUTPATIENT SERVICE COST CENTERS L e e - L Co :
88.00 {08800D|RURAL HEALTH CLINIC 0 0 0 88.00
89.00 {08900 FEDERALLY QUALIFIED HEALTH CENTER 0 0] 0 89.00
89.01 |08901|FQHC II 0 0 0 89.01
89.02 |08902|FQHC III 79,602 0 79,602 89.02
90.00 |09000|CLINIC 145,380 0 145,380 0.665600 0.000000| 90.00
91,00 |09100( EMERGENCY 32,370 0 32,370 1.075100 0.000000| 91.00
92,00 |[09200|0BSERVATION BEDS (NON-DISTINCT PART 0 0 0 0.000000, 0.000000] 92.00
OTHER REXMBURSABLE COST "CENTERS R : Lo
99,00 [09300; CMHC 0 0 0 99.00
101, 00|10100 HOME HEALTH AGENCY 0 0 0, 101.00
SPECIAL PURPOSE COST CENTERS - ST R e : A
113.00:21300] INTEREST EXPENSE 113.00
115.00{11500 AMBULATORY SURGICAL CENTER (D.P.) 0 0 0 115.00
116.00]/11600{ HOSPICE 0 0 0 116.00
200.00 subtotal (see instructions) 6,819,342 6,000 6,825,342 200.00
201.00 Less Observation Beds 201.00
202.090, Total (see instructions) 6,819,342 6,000 6,825,342 202.00

MCRIF32 - 3.2.135.0




Health Financial Systems RAINBOW MENTAL HEALTH FACILITY In tieu of Form CM5-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CCN: 174010 |Period: wWorksheet C
from 07/01/2011| Part I
To  06/30/2012 | pate/Time Prepared:
- - L 12/27/2012 8:35 am
Title XVIIX Hospital PPS
Cost Center DESC_I"'ipt'iOrI P T PES Inpatient e e R R E - T
- o g S, Ratio
o - - et U100
INPATIENT ROUTINE SERVICE COST CENTERS '
30.00 |03000(ADULTS & PEDIATRICS 30.00
44,00 |04400(SKILLED NURSING FACILITY 44.00
45.00 [04500{NURSING FACILITY 45.00
IANCILLARY SERVICE COST. CENTERS - L
54.00 {05400 RADIOLOGY-DIAGNOSTIC 9.117459 54.00
60.00 (06000 LABORATORY 0.939312 60.00
66.00 |06600] PHYSICAL THERAPY 1.071685 66.00
68.00 (06800|SPEECH PATHOLOGY 0.000000 68.00
68.01 (06802|QUTSIDE MEDICAL COST 0.000000 68.01
69.00 |06900| ELECTROCARDIOLOGY 1.363252 69.00
70.00 107000| ELECTROENCEPHALOGRAPHY 0.000000 70.00
71.00 {07100{MEDICAL SUPPLIES CHARGED TO PATIENT 0.000000 71.00
73.00 107300/ DRUGS CHARGED TO PATIENTS 1.183092 73.00
OUTPATIENT  SERVICE 'COST 'CENTERS : S
88.00 [08300] RURAL HEALTH CLINIC 88.00
89.00 (08900] FEDERALLY QUALIFIED HEALTH CENTER 89.00
89.01 |08901( FQHC II 89.01
89.02 |08902| FQHC ¥XII 89.02
90.00 |090Q0) CLINIC 0._6650600 90.00
91.00 |09100| EMERGENCY 1.075100 91.00
92.00 |09200] OBSERVATION BEDS (NON-DISTINCT PART 0.000000 92.00
OTHER 'REIMBURSABLE 'COST CENTERS : L :
99.00 |09900] CMHC 99.00
101.00[10100| HOME HEALTH AGENCY 101.00
SPECIAL PURPOSE-'COST CENTERS. -1l
113.00111300| INTEREST EXPENSE 113.00
115.00111500| AMBULATORY SURGICAL CENTER (D.P.) 115.00
116.00|11600| HOSPICE 116.00
200.00 Subtotal (see instructions) 200.00
201,00 Less Observation Beds 201.00
202,00 Total {see instructions) 202.00

MCRIF32 - 3.2.135.0




Health Financial Systems RAINBOW MENTAL HEALTH FACILITY ~_In tieu of Form CM5-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CCN: 174010 |[pPeriod: worksheet C
From 07/01/2011 | Part I
TO 06/30/2012 | pate/Time Prepared:
o 12/27/2012 8:35 am __
Title XIX Hospital Cost
: T costs T T

Totali Cost

therapy Limit

Total Costs :|

escription Fotal Costs |.7: . RCE 17
AR CLoadi. Plecnil Disal lowance
1.00° " 2.00 T.3.00.0 o] 4,00 500

TNPATIENT ROUTINE SERVICE COST CENTERS

7,384,507

30.00 (03000]ADULTS & PEDYATRICS 0 0
44,00 |04400) SKILLED NURSING FACILITY 0 0 0
45.00 |04500|NURSING FACILYTY 0 1Y) 0
IANCYLLARY SERVICE COST CENTERS s
54.00 105400| RADIOLOGY-DIAGNOSTIC 17,077 3] 0
60.00 [06000| LABORATORY 77,760 0 0
66.00 [06600| PHYSICAL THERAPY 0 299 0 0
68.00 [06800|SPEECH PATHOLOGY 0 0 0 0
68.01 {06802|OUTSIDE MEDICAL COST ¢ 0 0 0
69.00 {06900| ELECTROCARDIOLOGY 4,192 0 0
70.00 (07000} ELECTROENCEPHALOGRAPHY 0 0 0
71.00 [07100{MEDICAL SUPPLYES CHARGED TO PATIENT 0 0 0 0
73.00 [07300]DRUGS CHARGED TO PATIENTS 314,467 314,467 0 0
OUTPATIENT: SERVICE 'COST CENTERS RO PR T - s
88.00 |08B00|RURAL HEALTH CLINIC 0 4] 0 0
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0
89.01 |08901| FQHC IX 0 0 0 0
89.02 {08902 FQHC IIX 137,647 137,647 [#] 0
90.00 |09000{ CLINIC 96,765 96,765 [¢] 0
91.00 {09100 EMERGENCY 34,801 34,801 [¢] 0
92.00 [09200|OBSERVATION BEDS (NON-DISTINCT PART 0 0 0
OTHER -REIMBURSABLE COST -CENTERS e i EREI
99.00 [09900] CMHC 0 0 0
101.00/10100/ HOME HEALTH AGENCY 0 0 0
SPECIAL ‘PURPOSE. COST CENTERS s " : S
113.00|11300; INTEREST EXPENSE
115.00/11500 AMBULATORY SURGICAL CENTER (D.P.) 0 0 ¢]
116.00|11600[ HOSPICE 0 0 ¢]
200.00 subtotal (see instructions) 8,067,515 0 8,067,515 0 0
201.00 Less Cbservation Beds 0 0 0
202.00 Total (see instructions) 8,067,515 0 8,067,515 0 0

MCRIF32 - 3.2.135.0
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Health Financial Systems . __ RAINBOW MENTAIL, HEALTH FACILITY In tieu of Form CM5-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES pProvider CCN: 174010 |Period: worksheet C

From 07/01/2011 | Part I

To 06/30/2012 | pate/Time Prepared:
12/27/2012 8:33 am__

Title XIX Hospital Cost
- T T T charaes. . - AT SRR (ORI
ost. Center Description ] Coutpatient - Total {col. 6|Cos!

: 8.00

INPATIENT ROUTINE SERVICE COST CENTERS - RN
30.00 [03000(ADULTS & PEDIATRICS 6,214,178 30.00
44.00 |04400| SKILLED KURSING FACILITY 0 44,00
45.00 |04500|NURSING FACILITY 0 45,00

IANCILLARY - SERVICE COST CENTERS R R
54.00 [05400 RADIOLOGY-DIAGNOSTIC 0 1,873 9.117459 0.000000| 54.00
60.00 |06000] LABORATORY 6,000 82,784 0.939312 0.000000| 60.00
66.00 {06600 PHYSICAL THERAPY 0 279 1.071685 0.000000| 66.00
68.00 [06800| SPEECH PATHOLOGY 0 0 0.000000 0.000000| 68.00
68.01 |06B02|OUTSIDE MEDICAL COST 0, 0 0.000000 0.000000; 68.01
69.00 |06900| ELECTROCARDIOLOGY 0 3,078 1.363252 0.000000; 69.00
70,00 (07000 ELECTROENCEPHALOGRAPHY 0 0 0.000000 0.000000; 70.00
71.00 |07100{MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 0 0.000000 0.000000; 71.00
73.00 [07300!DRUGS CHARGED TO PATIENTS 265,801 0 265,801 1.183092 0.000000; 73.00

OUTPATIENT SERVICE COST CENTERS L e | o o o :
88.00 |0880D] RURAL HEALTH CLINEIC 0 0 0 0. 0600000, 0.000000| 88.00
89.00 {08900] FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0. 000000 0.000000( 89.00
89.01 (08901l FQHC IX 0 0 0 0. 000000] 0.000000| 89.01
89.02 [08902| FQHC XXX 79,602 0 79,602 1.729190 0.000000| 89.02
90.00 {02000|CLINIC 145,380 0 145,380 0. 665600, 0.000000| 90.00
91.00 {09100 EMERGENCY 32,370 0 32,370 1.075100 0.000000| 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART 0 0 0 0.000000 0.000000| 92.00

OTHER - REIMBURSABLE COST "CENTERS L 3 B s
99,00 |09900| cMHC 0 0 0 99.00
101.00,10100| HOME HEALTH AGENCY 0 0 0 101.00

SPECIAL ~PURPOSE "COST CENTERS . ST T LT : o SR
113.00|11300} INTEREST EXPENSE 113.00
115,00|11500| AMBULATORY SURGICAL CENTER (D.P.) 0, 0 0 115.00
116.00|11600{ HOSPICE 0 0 0 116.00
200.00 subtotal (see instructions) 6,819,342 6,000 6,825,342 200.00
201.00 Less Observation Beds 201.00
202.00 Total (see instructions) 6,819,342 6,000 6,825,342 202.00

MCRIF32 - 3.2.135.0




Health Financial Systems

RAINBOW MENTAL HEALTH FACILITY

COMPUTATION OF RATIC OF COSTS TO CHARGES

provider CCN: 174010

In Lieu of Form cMs-2552-10

Period:
Firom 07/01/2011
To  06/30/2012

worksheet C
Part ¥

pate/Fime Prepared:
12/27/2012 §:35 am

Title XIX Hospital Cost
Cost:Center- pescription - Pps Inpatient T T
e LUl chvRatio v hio
L1000

30.00 [03000{ADULTS & PEDIATRICS 30.00
44,00 [04400{SKILLED NURSING FACILITY 44,00
45.00 |04500{NURSING FACILITY 45.00

IANCILLARY. SERVICE COST CENTERS - e
54.00 [05400] RADIOLOGY-DIAGNCSTIC 0.000000 54.00
60.00 |06000; LABORATORY 0.000000, 60.00
66.00 |06600) PHYSICAL THERAPY 0.000000 66.00
68.00 |06800) SPEECH PATHOLOGY 0.000000 68.00
68.01 06802/ OUTSIDE MEDICAL COST 0.000000 68.01
69.00 {06900] ELECTROCARDIOLOGY 0.000000 69.00
70.00 [07000| ELECTROENCEPHALOGRAPHY 0.000000 70.00
71.00 [07100|MEDICAL SUPPLIES CHARGED TQ PATIENT 0.000000 71.00
73.00 {07300|DRUGS CHARGED TQ PATIENTS __0.000000 73.00

OUTPATIENT."SERVICE COST CENTERS
88.00 08800/ RURAL HEALTH CLINIC 0.000000 38.00
89.00 (08900| FEDERALLY QUALIFIED HEALTH CENTER 0.000000 89.00
89.01 |08901} FQHC II 0.000000, 89.01
89.02 |08902{ FQHC III 0.000000 89.02
90,00 |09000] CLINIC 06.000000 90.00
91,00 |09100] EMERGENCY 0.000000 91.00
92,00 |09200] OBSERVATION BEDS (NON-DISTINCT PART 0.000000[ 92.00

OTHER 'REIMBURSABLE COST. CENTERS i e e
99.00 |09900] CMHC 99.00
101.00{10100| HOME HEALTH AGENCY 101.00

SPECIAL ‘PURPOSE.- COST -CENTERS
113.00[{11300] INTEREST EXPENSE 113.00
115.00{11500| AMBULATORY SURGICAL CENTER (D.P.) 115.00
116.00|11600{HOSPICE 116.00
200.00 subtotal (see instructions) 200.00
201.00 Less Observation geds 201.00
202.00, Total (see instructions) 202.00

MCRIF32 - 3.2.135.0




Health Financial Systems ~_ RAINBOW MENTAL HEALTH FACILITY In Lieu of Form CM5-2552-10
APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS Provider CCN: 174010 |Period: worksheet O
From 07/01/2011 | Part I
To  06/30/2012 | bate/Time Prepared:
- B S 12/27/2012 8:35 am
Title XVIII Hospital PPS
“Cost Center:Description capital=::[.. Swing.Bed.:|  Reduced. .. |Total PatientPer Diem (col.
T o felated Cost | ~Adjustment . . ‘Capital == [ 13 feol. 4)
o From wkst.o B, S Related Cost: b R
S iPart TI,Vcoto b s (col.
U 2y s L L ETR
R T S T TSI KRNI IRREIC: 11 (| SR REER e Y 11 3.00 4,00 5.00
INPATIENT ROUTINE :SERVICE COST CENTERS T e R : R
30.00 (03000;ADULTS & PEDIATRICS 122,965 0 122,965 11,274 10.91; 30.00
4400 {04400} SKILLED NURSING FACILITY 0 0 [ 0.00, 44.00
45,00 |04500/NURSING FACILITY 0 0 1] 0.00; 45.00
200.00 Total (lines 30-199) 122,965 122,965 11,274 200.00

MCRIF32

- 3.2.135.0




Health Financial Systems RAINBOW MENTAL HFEALTH FACILITY In Lieu of Form CM5-2552-10
APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS provider CCN: 174010 (period: wWorksheet D
From 07/01/2011 | Part I
To 06/30/2012 | pate/Time Prepared:
12/27/2012 8:35 am
Title XVIIX Hospital PPS
Cost - Center-bescription. o ‘| Inpatient - |- Impatient | oo R EE
G e {'Program days | . Program. -
i v} Capital Cost | ..
AP (<1 VSIS I
DO e T 6000 - 7.00
INPATIENT ROUTINE SERVICE COST CENTERS o Y
30.00 [03000|ADULTS & PEDIATRICS 1,741 18,994 30.00
44,00 [04400]SKILLED NURSING FACILITY 0 ¢ 44.00
45.00 104500/ NURSING FACILITY 0 0 45.00
20000 Total (Tines 30-199) 1,741 18,994 200,00

MCRIF32

~ 3.2.135.0




Health Financial Systems RAINBOW MENTAL HEALTH FACILITY In Lieu of Form CMS-2552-10
APPORTIONMENT OF TINPATIENT ANCILLARY SERVICE CAPITAL COSTS pProvider CCN: 174010 |pPeriod: worksheet ©

From 07/01/2011| Part II

To 06/30/2012 | pate/Time Prepared:
12/27/2012 8:35 am

Title XVIII Hospital PPS
cost-Center Description . : miCapital . {Total Chargés Ratio of :Cost|  Inpatient ~|Capital Costs| ™
e e 1 rRelated Cost.{(from Wkst. C,| to Charges pProgram - | (column 3 X9~
(fron wWkst. B, rt. I, col. j(cot. 1 % col.| -~ Charges - column 4)
Part.ix, col: S5 URERE IESERS ) I S A KPR
Loioue B RS S QO s 02000 UL 3.00 il 4,000 4 T 5,00 T
ANCILLARY. SERVICE COST CENTERS -/ T e AT e e
54.00 {05400| RADIOLOGY-DIAGNOSTIC 78 1,873 0.041644 589 251 54.00
60.00 [06000] LABORATORY 357 82,784 0.004312 13,202 57| 60.00
66.00 [06600] PHYSICAL THERAPY 1 279 0.003584 0 0| 66.00
68.00 (06800 SPEECH PATHOLOGY v] 0 0.000000 0 0| 68.00
68.01 |06802|OUTSIDE MEDECAL COST 0 0 0.000000 0 0| 68.01
69.00 {06900 ELECTROCARDYOLOGY 19 3,075 0.006179 561 3| 69.00
70.00 [07000| ELECTROENCEPHALOGRAPHY Y 0 0.000000 0 0| 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 0.000000 0 0| 71.00
73.00 [07300{DRUGS CHARGED TO PATIENTS 2,075 265,801 0.007807 44,013 344| 73.00
OUTPATIENT (SERVICE COST. CERTERS. = e e e L T T e et e
88.00 (08800 RURAL HEALTH CLINIC 0 0 0.000000 0 G| 88.00
89.00 |08900] FEDERALLY QUALIFIED HEALTH CENTER 0 i} 0.000000 0 0} 89.00
89.01 |08901i FQHC 1L 0 0 0.000000 0 0} 89.01
89.02 j08902| FQHC IIX 625 79,602 0.007852 0 0| 89.02
90.00 {09000 CLINIC 440 145,380 0.003027 0 0| 90.00
91.00 (09100 EMERGENCY 158 32,370 0.004881 0 0| 91.00
92.00 {09200/ OBSERVATION BEDS (NON-DISTINCT PART 0 0 0.000000 0 ¢ 92.00
200.00, Total (lines 50-199) 3,753 611,164 58,365 429|200.00

MCRIF32 - 3.2.135.0



Health Financial Systems

RAINBOW MENTAL HEALTH FACTLITY

APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS

Provider Ccn: 174010

In Liey of Form €M5-2552-10

period:
From 07/01/2011
To  06/30/2012

viorksheet D
Part III

pate/Time Prepared:
12/27/2012 8:35 am

Title XVvIII Hospital PPS

1Cost Center Description ... CMursing SchooliAllied-Health{ = A1l Other Swing-8ed. | Total Costs

B A AR S ; S iocosEsi ] tarMedical G| adjustment - (sum-of cols.

) : “iEducation Cost{ Amount (see | 1 through 3,

C o BRI instructions) iminus-cal: 4)

R ) LALQ0 e 20000 :3.00 4.00 500 - [

TNPATIENT ROUTINE SERVICE COST CENTERS - L : R
30.00 {03000 ADULTS & PEDIATRICS 0 0 0 0 0| 30.00
44,00 {04400 SKILLED NURSING FACILITY 0 0 0 0| 44.00
45,00 [04500(NURSING FACILITY 0 0] 0 0| 45.00
200.00 Total (lines 30-199) 0 0, 0 01200,00

MCRIF32 - 3.2.135.0




Health Financial Systems

RAINBOW MENTAL HEALTH FACILITY

L In Lie

} of Form CMS-2552-10

APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS Provider CCN: 174010 |Period: wWorksheet D
From 07/01/2011 | Part III
To  06/30/2012 | pate/Time Prepared:
12/27/2012 8:35 am
Title XVIII Hospital PPS
. Cost Center Desckiption. - . -1Total ‘Patient iper Diem (col.] :-Inpatient ~| " Inpatient Psa Adj,
: L S vi.oDays U 8 3 col.-6) ) Program Days-| - CPragram Nursing school
P PR ETILERTE TE  pass -Through LR .
_ arkest (ool 70X
e o TG 8) i
e : by s T T i 6.00 7.00~ 8,00 - 029,00 ~--11.,00
INPATIENT-ROUTINE SERVICE COST CENTERS o Tl L
30.00 |03000|ADULTS & PEDIATRICS 11,274 0.00 1,741 0 0] 30.00
44.00 |04400|SKXLLED NURSING FACILITY 0 0.00 0 0 0 44.00
45.00 |04500{NURSING FACILITY 0 0.00 0 0 0] 45.00
200.00 Total (lines 30-199) 11,274 1,741 0 0{200.00

MCRIF32 - 3,2.135.0




Health

Financial Systems

RAINBOW MENTAL HEALTH FACILITY

APPORTIONMENT OF INPATTENT ROUTINE SERVICE OTHER PASS THROUGH COSTS | Provider CCN: 174010

in Lie

‘Period:
From (7/01/2011
To 06/30/2012

worksheet D
Part III

n of Form cMS-2552-10

pate/Time Pirepared:
12/27/2012 8:35 am

ost Center Description ~

o psa Adj.

~~{Altied Health

Cost -

PSA Adj . AT |

fEducation Cost -

Title XVIEI

Hospital

PPS

INPATIENT ROUTINE SERVICE COST CENTERS .

12.00 - =

13,000 |

30.00 |03000]ADULTS & PEDIATRICS
44.00 |04400 SKILLED NURSING FACILITY
45.00 04500 NURSING FACILITY

200.00]

Total (Tines 30-199%)

=H=-N=-N-1E8

oo

MCRIF12

- 3.2.135.0

36.00
44,00
45,00
200,00




Health Financial Systems ____ RATINBOW MENTAL HEALTH FACILITY in Lieu of Form CMS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 174010 (preriod: worksheet D
THROUGH COSTS From 07/01/2011 | Part Iv

To 06/30/2012 | pate/Time Prepared:
12/27/2012 8:35 am

Title XVIIX Hospital PPS

- Cost:Center-Description - - Non -Physician Nursing Schooliallied Health( 'a}1 other '} Tota) Cost

‘Costii s S L education Costl through col.

: : : 4) . .
o B 1,00 - - 2.00 3.00 TTTTEL00 5,00 |,

[ANCILLARY.SERVICE COST CENTERS =~ - e ' ; R, R
54,00 [05400] RADIOLOGY-DIAGNOSTIC 0 0 0 0| 54,00
60.00 |06000| LABORATORY 0 0 0 0} 60.00
66.00 {06600 PHYSICAL THERAPY 0 0 0 0] 66.00
68.00 [0G800| SPEECH PATHOLOGY 0 0 0 0! 68.00
68.01 |06802|CUTSIDE MEDICAL COST 0 0 0 0| 68.01
69.00 |06900| ELECTROCARDYOLOGY 0 0 0 0| 69.00
70.00 |07000! ELECTROENCEPHALOGRAPHY 0 0 0 0| 70.00
71.00 [07100}MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 0 0| 71.00
73.00 [07300;DRUGS CHARGED TO PATIENTS 0 0 0 0| 73.00

OQUTPATIENT SERVICE 'COST -CENTERS = .. o e ]

88.00 [08800/ RURAL HEALTH CLINIC 0 0 i 0] 88.00
89.00 (08900 FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0f 89.00
89.01 {08901| FQHC I1X 0] 0 0 0 89.01
89.02 {08902| FQHC 11X 0 0 0 0] 89.02
90.00 |09000| CLINIC 0 0 0 0 90.00
91.00 |09100] EMERGENCY 0 0 0 0| 91.00
92.00 09200/ 0BSERVATION BEDS (NON-DISTINCT PART 0 0 0 0| 92.00
200.00 Total (1ines 50-199) 0 0 0 0]200.00

MCRIF3Z2 - 3.2.135.0



Health Financial Systems

RAINBOW MENTAL HEALTH FACILITY

In Lie

¢ of Form CMS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 174010 |Period: worksheet b
THROUGH COSTS From 07/01/2011 | Part Iv
To  06/30/2012 | pate/Time Prepared:
_________ o 1A2727/2012 8:35 am
Title XVIII Hospital PPS
Cost Center Descripti ChoiTotalliso | Total-Charges {Ratio of Cost|:outpatient |1 =
Lo SR soutpatient T{(from wksti C,] . to Charges :|Ratio. of Cost
cost(sum of :{ -Part T, col. {(col. 5 + col.| -to Charges'
€01.:2,:3 and | ooy e 7Y Keol, 6% o
A - - _ S
e e o : 8,00 - 9.00-
IANCILLARY SERVICE COST CENTERS RO : T AL T :
54,00 [05400] RADIOLOGY-DIAGNOSTIC 0 1,873 0.000000 0.000000 589 54.00
60,00 106000| LABORATORY 0 82,784 0.000000 0. 000000 13,202| 60.00
66.00 {06600| PHYSICAL THERAPY 0 279 0.000000 0. 000000 0} 66.00
68.00 [06800| SPEECH PATHOLGGY 0 0 0.000000 0.000000 0} 68.00
68.01 [06802|QUTSIDE MEDICAL COST 0 0 0.000000 0.000000 0] 68.01
£9.00 (06900 ELECTROCARDICLOGY 0 3,075 0.000000 0.000000, 561 69.00
70.00 (07000 ELECTROENCEPHALOGRAPHY 0] 0. 000000, 0.000000] 0f{ 70.00
71.00 (07100 MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 0. 000000 0.000000] 0| 71.00
73.00 [07300[PRUGS CHARGED TO PATIENTS 0 265, 801 0.000000 0.000000 44,013| 73,00
OUTPATIENT SERVICE COST CENTERS LU : j S Ty L
88.00 {08800 RURAL HEALTH CLINIC 0, 0 0. 000000, 0.000000 0| 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0.000000 0.000000 0| 89.00
89.01 i08901; FQHC II 0 0 0.000000 0.000000 0| 89.01
89,02 (08902 FQHC IIX 0 79,602 0. 000000 0.000000 0 89.02
90,00 |09000] CLINIC 0 145,380 0.000000 0.000000 0 90.00
91,00 |09100 EMERGENCY 0 32,370 0.000000 0.000000 0] 91.00
92.00 |09200{ 0BSERVATION BEDS (NON-DISTINCT PART 0 0 0.000000 0.000000 0} 92.00
200.00 Total (lines 50-199) 0 611,164 58,3651200.00

MCRIF32 - 3.2.135.0




Health Financial Systems _ RAINBOW MENTAL HEALTH FACELITY In tieu of Form CM5-2552-10
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 174010 Per"iog:? 701/2011 worksheet D

THROUGH COSTS From Part IV

To  06/30/2012 | pate/Time Prepared:
1272772012 8:35 am

Title XVIIT Hospital PPS
T Cost 'Center- Description ‘Inpatient | outpatient ’]|:outpatient .| PSA Adi. Mon |- PSA‘Adj. " -
A S TS ST : program ™ - "o program.-o|.iprogram. - |- Physician  Nursing School
“pass-Through Pass=Through | Anesthetist ] 700000
costs (col 8 s Costs (col, 9 cost, o :
Txieel.710) - x col. 12) RTINS It
R e T T 11,00 S13,00 ; 21,00 1022200
IANCILLARY. SERVICE COST CENTERS o T Ty -
54.00 (05400| RADIOLOGY-DIAGNOSTIC 0 0 0 0} 54.00
60.00 |06000] LABORATORY 0 5,063 0 0] 60.00
66.00 |06600| PHYSICAL THERAPY 0 0 0 0] 66.00
68.00 |06800|SPEECH PATHOLOGY 0] 0 ¢ 0] 68.00
68.01 |06802|CUTSIDE MEDICAL COST 0] 0 0 0| 68.01
69.00 [06900| ELECTROCARDIOLOGY 0] 0 0 0| 69.00
70.00 :07000] ELECTROENCEPHALOGRAPHY 0 0 G 0| 70.00
71.00 [07100{MEDICAL SUPPLIES CHARGED TO PATIENT 0, 0 4] 0| 71.00
73.00 {07300/ DRUGS CHARGED TO PATIENTS 0 0 0 0| 73.00
OUTPATIENT SERVICE COST CENTERS .. i ST .
88.00 |08800 RURAL HEALTH CLINIC 0 0 0 0| 88.00
89.00 |08900 FEDERALLY QUALIFIED HEALTH CENTER 0 0 0] 0| 89.00
89.01 |08901| FQHC II 0 ¢ 0 0| 89.01
89.02 |08902| FQHC IIX 0 ¢/ 0 0| 89.02
90.00 |09000| CLINIC 0 0 0 0} 90.00
91.00 |09100| EMERGENCY 0 0 0 0} 91.00
92.00 {09200|OBSERVATION BEDS (NON-DISTINCT PART 0 i} 0 0} 92.00
200.00 Total (lines 50-199) 0 5,063 0 01200.00

MCRIF32 - 3.2.135.0




Health Financial Systems RAINBOW MENTAL HEALTH FACILITY B In tiew of Form CMS-2552-10
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 174010 |pPeriod: worksheet D

THROUGH COSTS From 07/01/2011 part 1V

To  06/30/2012 | bate/Time Prepared:
12/27/2012 8:35 am |

Title XVIIT Hospital PPS
~.Cost:Center Description:. ... T..iu b PSACAdIL U fPSA AdY. ATl e e e
Rt e s e ATl ed Health |[Other:Medical| -
: o [Education Cost}.:
Lo i ST e e T 23.00.p 2400
IANCILLARY SERVICE COST CENTERS =~ SRR RN
54.00 (05400 RADIOLOGY-DIAGNOSTIC 0 0 54.00
60.00 |06000| LABORATORY 0 0 60.00
66.00 [06600| PHYSICAL THERAPY 0 0 66.00
68.00 |06800|SPEECH PATHOLOGY 0 0 68.00
68.01 {06802|OUTSIDE MEDICAL COST 0 0 68.01
69.00 (06900] ELECTROCARDIOLOGY 0 0 69.00
70.00 |07000] ELECTROENCEPHALOGRAPHY 0 0 70.00
71.00 (07100|MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 71.00
73.00 (07300 DRUGS CHARGED TO PATIENTS g 0 73.00
OUTPATIENT SERVICE COST . CENTERS B
88.00 |08800|RURAL HEALTH CLINIC 0 0 88.00
89.00 [08900( FEDERALLY QUALIFIED HEALTH CENTER 0 0 89.00
89.01 |08901| FQHC I1X 0 [¢] 89.01
89.02 {08902 FQHC III 0 0 89.02
90.00 09000} CLINIC 0 0 90.00
91.00 |09100; EMERGENCY 0 0 91.00
92.00 |05200 OBSERVATION BEDS {NON-DISTINCT PART 0 0 92.00
200.00 Total {lines 50-199) [ 0] 200.00

MCRIF32 - 3.2.135.0




Health Financial Systems RAINBOW MENTAL HEALTH FACILITY ~_In Lieu of Form cM5-2552-10

APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST Provider CCN: Period: vorksheet D
From 07/01/2011 | Part v
TO 06/30/2012 | pate/Time Prepared: .
12/27/2012 8:35 am
Title XVIII Hospital PPS
CostICentar pescription “icost to-ChargePPs Reimbursed] - iCost b T Cost T o
R S 4 Ratio From.-|Services (see} Reimbursed . | " Reimbursed
1 worksheet C,..|~ “inst Tiservices . | services Not
part ‘I, col..9 wsubject To subjéct. To.
doe Abed, & Coins. |ped. & Coins.} . ..
i : - ‘(see inst.} {see finst.) i
. : o 1,00 -] -T2.00 =0 3000 oA.00
IANCE{ LARY . SERVICE "COST :CENTERS "~ L e e o : o ]
54.00 [05400(RADIOLOGY-DIAGNOSTIC 9.317459 0 0 0 54,00
60.00 |06000| LABORATORY 0.939312 5,063 0 0 60,00
66.00 |06600| PHYSICAL THERAPY 1.071685 0 0 0 66.00
68.00 |06800|SPEECH PATHOLOGY 0. 000000 0 0 1) 68.00
68.01 |06802|QUTSIDE MEDICAL COST 0.000000 0 0 0 . 68.01
69.00 {06900] ELECTROCARDIOLOGY 1,363252 0] 0 0 69.00
70.00 (07000 ELECTROENCEPHALOGRAPHY 0. 000000 Ly 0 0] 70.00
71.00 [07100|MEDICAL SUPPLIES CHARGED TO PATIENT 0. 000000 0, [ 0 71.00
73.00 [07300|DRUGS CHARGED TO PATIENTS 1.183092 0 0 0 73.00
OUTPATIENT. SERVICE .COST CENTERS L : R : :
88.00 |08800|RURAL HEALTH CLINIC 0.000000 88.00
89.00 08900 FEDERALLY QUALIFIED HEALTH CENTYER 0. 000000 89.00
89.01 108901} FQHC II 0. 000000] 89.01
89.02 {08902} FQHC III 0.000000 89.02
9¢.00 {09000, CLINIC 0.665600 0 0 0 90.00
91,00 |09100] EMERGENCY 1.075100 0 0 0 91.00
92.00 |09200, 0BSERVATION BEDS (NON-DISTINCT PART (.000000 0 0 0 92.00
200.00 Subtotal (see instructions) 5,063 0 0 200.00
201.00, Less PBP Ciinic Lab. Services-Program 0 0 201.00
only Charges
202.00 Net Charges (line 200 +/- line 201) 5,063 0 0 202.00

MCRIF32 - 3.2.135.0



Health Financial Systems . o RAINBOW MENTAL HEALTH FACILITY In Lieu of Form CMS-2552-10
APPORTIONMENT OF MEDICAL, OFHER HEALTH SERVICES AND VACCINE COST Provider CCN: 174010 |Period: worksheet D

From 07/01/2011 | part Vv

To  06/30/2012 | pate/Time Prepared:
12/27/2012 8:35 am

Title XVIIE Hospital PPS
: R R PR ceiie costs : S -
cost Cehter -pDescription s pPS Tservices o ocost ] i CosE
: ST BT el (seerinsto) L Reimbursed ) (Reimbursed -
: Lo services i services TNot
" subjéct 1 Gsubject ol
- |oed. & Coinsi{Ded, & coins.q - -
L {see inst.) "] (see inst.)
S T e 5. 00 TRL00 e 700
IANCILLARY  SERVICE COST:CENYERS o PR Co e
54,00 [05400] RADIOLOGY-DIAGNOSTIC 0 0 0 54.00
60.00 |06000| LABORATORY 4,756 0 0 60.00
66.00 {06600| PHYSICAL THERAPY 0 0 0 66.00
68.00 |0GBO0|SPEECH PATHOLOGY 0 0 0 68.00
68.01 [06802;QUTSIDE MEDICAL COST 0 0] 0 68.01
69.00 (06200} ELECTROCARDIOLOGY 0 0 0 69.00
70.00 (07000} ELECTROENCEPHALOGRAPHY 0 0, o] 70.00
71.00 [07100/MEDICAL SUPPLIES CHARGED TQ PATIENT 0 0 0 71.00
73.00 [07300]DRUGS CHARGED TQ PATIENTS 0 0 0 73.00
QUTPATIENT SERVICE:COST CENTERS L
88.00 i08800[RURAL HEALTH CLINIC 0 0 0 88.00
89.00 08900 FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 89.00
89.01 {08901|FQHC IIX 0 0 0 8%2.01
89,02 {08902| FQHC ITII 0 0 0 89.02
90.00 |09000} CLINIC 0 0 0 90.00
91.00 |09100| EMERGENCY 0 0 0 91.00
92,00 |09200| OBSERVATION BEDS (NON-DISTINCT PART 0 0 Yy 92.00
200.00 subtotal (see instructions) 4,756 0 ) 200.00
201.00 Less PBP Clinic Lab, Services-Program 0 201.00
only Charges
202.00 Net Charges (line 200 +/- line 201) 4,755 [ 0 202,00

MCRIF32 - 3.2.135.0




Health Financial Systems

RAINBOW MENTAL HEALTH FACILITY

In Lieu of Form CMS-2552-10

COMPUTATION OF INPATIENT OPERATING COST provider CCN: 174010 |Period: Worksheet D-1
From 07/01/2011
To  06/30/2012 | pate/Time Prepaied:
| A2/27/2012 B:35 am
Title XVIIE Hospital PPS
oSt Center Descrlptmn T E TR N -
1,00
PART I = ALL PROVIDER COMPONENTS AT S T e e e T -
INPATIENT DAYS ) L e :
1.00 |Inpatient days (mdudmg prwate room days and swing- bed days, exc1ud1ng newborn) 11,274 1.00
2.00 |Inpatient days (including private room days, excluding swing-bed and newborn days) 11,274 2.00
3.00 (private room days (excluding swing-bed and observation bed days). If you have only private room days, 0] 3.00
do not complete this Tine.
4,00 |Semi-private room days (excluding swing-bed and observation bed days) 11,274 4.00
5.00 |Total swing-bed SNF type inpatient days (including private room days) through pecember 31 of the cost 0| 5.00
reporting period
6.00 |Total swing-bed SNF type inpatient days (including private room days) after December 31 of the cost 0; 6.00
reporting period (if calendar year, enter 0 on this line)
7.00 iTotal swing-bed NF type inpatient days (including private room days) through pecember 31 of the cost 0 7.00
reporting period
8.00 iTotal swing-bed NF type inpatient days (including private room days) after pecember 31 of the cost 0! 8.00
reporting period (if caltendar year, enter 0 on this line)
9.00 |votal inpatient days including private room days applicable to the Program (excluding swing-bed and 1,741 9.00
newborn days)
10.00 |swing-bed SNF type inpatient days applicable to title XVIITI only (including private room days) 0| 10.00
through pecember 31 of the cost reporting period (see instructions)
11.00 |swing-bed SNF type inpatient days applicable to title X¥IIT only (including private room days) after 0| 11.00
pecember 31 of the cost reporting period (if calendar year, enter 0 on this line)
12.00 |swing-bed NF type inpatient days applicable to titles v or XIX only (including private room days) 0] 12.00
through pecember 31 of the cost reporting period
13.00 |Swing-bed NF type inpatient days applicable to titTes v or Xix only (including private room days) 0} 13.00
after December 31 of the cost reporting period {if calendar year, enter 0 on this Tine)
14.00 |Medically necessary private room days applicable to the Pregram (excludimg swing-bed days) 0} 14.00
15.00 |Total nursery days (title v or XIX only) 0} 15,00
16.00 |Nursery days (title Vv or XIX on'Ey) 0 16.00
SWING BED ADTUSTMENT ~ T T
17.00 |Medicare rate for swing-bed SNF services app'hcab'le to services through December 31 of the cost 0.00( 17.00
reporting period
18.00 |Medicare rate for swing-bed SNF services applicable to services after December 31 of the cost 0.00( 18.00
reporting period
19.00 |{Medicaid rate for swing-bed NF services applicable to services through December 31 of the cost 0.00| 19.00
reporting period
20.00 [Medicaid rate for swing-bed NF services applicable to services after pecember 31 of the cost 0.00| 20.00
reporting period
21.00 [Total general inpatient routine service cost (see instructions) 7,384,507] 21.00
22.00 |swing-bed cost applicable to SNF type services through December 31 of the cost reporting period (Tine 0 22.00
S x Tine 173
23.00 |swing-bed cost applicable to SNF type services after December 31 of the cost reporting period (line 6 0 23.00
x line 18)
24.00 |Sswing-bed cost applicable to NF type services through becember 31 of the cost reporting period (line 0: 24.00
7 x line 19)
25.00 |swing-bed cost applicable to NF type services after December 31 of the cost reporting period (Jine 8 0| 25.00
X Tine 20)

26.00 |Total swing-bed cost (see instructions) 0] 26.00
27.00 |General inpatient routine service cost net of swmg -bed cost ('I'lne 21 minus 11ne 26) 7,384,507| 27.00
PRIVATE: RGOM DIFFERENTIAL ADJUSTHENT = -0 07 oy ooiim i i e : e e e
28.00 |General inpatient routine service charges {excluding swing-bed charges) 6,214,178 28.00
29,00 |Private room charges (excluding swing-bed charges) 0f 29.00
30,00 |semi-private room charges (excluding swing-bed charges) 6,214,378} 30.00
31.00 General impatient routine service cost/charge ratio (line 27 + line 28) 1.188332} 31.00
32.00 average private room per diem charge (line 2% + tine 3) 0.00{ 32.00
33.00 [Aaverage semi-private room per diem charge (line 30 + line 4) 551.20] 33.00
34.00 {Aaverage per diem private room charge differential (Tine 32 minus Tine 33)(see instructions) 0.00{ 34.00
35.00 {Average per diem private room cost differential (line 34 x Tine 31} 0.00| 35.00
36.00 {Private room cost differential adjustment (¥Fine 3 x line 35) 0| 36.00
37.00 {General inpatient routine service cost net of swing-bed cost and private room cost differential (¥ine 7,384,507 37.00

27 minus_Tine 36)

PART ‘II - HOSPITAL AND SUBPROVIDERS ONLY oL

PROGRAM INPATIENT OPERATING COST BEFORE PASS THROUGH COST AD]USTMENTS L
38.00 [adjusted general inpatient routine service cost per diem (see instructioens) 655.00; 38.00
39.00 [Program general inpatient routine service cost (line 9 x line 38) 1,140,355 39.00
40,00 |Medically necessary private room cost applicable to the program (line 14 x line 35) 0} 40.00
41,00 |Total Program general inpatient routine service cost {line 3% + Tline 40) 1,140,355 41.00

MCRIF3Z - 3.2.135.0




Health Financial Systems

RAINBOW MENTAL HEALTH FACILITY

In Lieu of Form CM$-2552-10

COMPUTATION OF INPATIENT OPERATING COST provider CCN: 174010 (Period: Worksheet D-1
From 07/01/2011
To 06/30/2012 | pate/Time Prepared:
o - 1 12/27/2012 8:35 am
T1t1e XVITX Hospital PPS

-Average Per Prqgram Days -

‘Program Cost -

3 x co1. RS

- Cost Center Desca1pt10n -
e : - Daysgaem {col. (col:
el 2) LT & 4) -
T N L SR e o 3,00 4,00 5.00 e T
42.00 |NURSERY (title V & XIX only) 42.00
Intensive Care Type Inpatient Hospital obnits o oo -
43.00 [INTENSIVE CARE UNIT 43.00
44.00 |CORONARY CARE UNIT 44.00
45.00 |BURN INTENSIVE CARE UNIT 45.00
46.00 |SURGICAL INTENSIVE CARE UNIT 46.00
47.00 |OTHER SPECIAL CARE (SPECIFY) 47.00
S Cost Center, Descr1pt1on _ R
. o s - x T - R :
48.00 Program 1npat1ent anc111ary service cost (wkst D- 3, co1 3, line 200) 70,607| 48.00
49.00 |Total Program inpatient costs (sum of 11nes 41 through 48)(see 1nstruct10ns) 1,210, 962 49.00
PASS THROUGH COST ADJUSTMENTS L
50.00 |pass through costs applticable to Program 1npat1ent routine services (from wkst D sum of Parts I and 18 994 50.00
I1T)
51.00 pass through costs applicable to Program inpatient ancillary services (from wkst. b, sum of Parts II 429] 51.00
and 1Vv)
52.00 {Total Program excludable cost (sum of lines 50 and 51) 19,423] 52.00
53.00 {Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and 1,191,539 53.00
medical education costs (line 49 minus line 52)
TARGET AMOUNT ‘AND. LIMIT COMPUTATION - -7 7 o
54,00 [Program discharges 0| 54.00
55.00 [Target amount per discharge 0.00| 55.00
56,00 [Target amount (line 54 x Tine 55) : 0| 56.00
57.00 [pifference between adjusted inpatient operating cost and target amount (Tine 56 minus Jine 53) 0| 57.00
58.00 |Bonus payment (see instructions) 0| 58.00
59.00 |Lesser of Tines 53/54 or 55 from the cost reporting peried ending 1996, updated and compounded by the 0.00} 59.00
market basket
60.00 |Lesser of Tines 53/54 or 55 from prior year cost report, updated by the market basket 0.00; 60.00
61.00 |1f line 53/54 is less than the lower of Iines 55, 59 or 60 enter the Tesser of 50% of the amount by 0 61.00
which operating costs (line 533} are less than expected costs (lines 54 x 60), or 1% of the target
amount (1ine 56), otherwise enter zero (see instructions)
62.00 |Relief payment (see instructions) 0| 62.00
63.00 |ATlowable Inpatient cost plus incentive payment (see 1nstruct1ons) 0] 63.00
PROGRAM -INPATIENT ROUTINE SWING BED COST L .
64.00 |Medicare swing-bed SNF inpatient routine costs through December 31 of the cost reporting period (See 0] 64.00
instructions)(title XVIII only)}
65.00 [mMedicare swing-bed SNF inpatient routine costs after December 31 of the cost reporting period (See 0| 65.00
instructions) (title XvIII only}
66.00 [Total Medicare swing-bed SNF inpatient routine costs (Tine 64 plus 1ine 65)(title XVIII only}. For 0| 66.00
CAH (see instructions)
67.00 {Title v or XIX swing-bed NF inpatient routine costs through pecember 31 of the cost reportving period 0| 67.00
(1ine 12 x Tline 19)
68.00 {Title v or XIX swing-bed NF inpatient routine costs after becember 31 of the cost reporting period 0| 68.00
(Vine 13 x Tine 20)
69.00 [Total title V or XIX swing-bed NF inpatient routine costs (line 67 + line 68) 0| 69.00
PART XTI~ SKILLED KURSING FACILITY, OTHER NURSING FACILITY,-AND ICF/MR ONLY
70.00 [skilled nursing facility/other nursing facility/ICF/MR routine service cost (line 37) 76.00
71.00 |adjusted general inpatient routine service cost per diem (line 70 + line 2) 71.00
72.00 |Program routine service cost (lime 9 x Tipe 71) 72.00
73.00 [Medically necessary private room cost applicable to program (line 14 x Tine 35) 73.00
74.00 |{Total Program gemeral inpatient routine service costs (line 72 + line 73) 74.00
75.00 |capital-related cost allocated to inpatient routine service costs (from Worksheet B, Part II, column 75.00
26, Tine 45)
76.00 |Per diem capital-related costs (line 75 + Yine 2) 76.00
77.00 {Program capital-related costs (Iine 9 x Tine 76) 77.00
78.00 |Inpatient routine service cost (line 74 minus line 77) 78.00
79.00 |Aggregate charges to beneficiaries for excess cests (from provider records) 79.00
80.00 |Total Program routine service costs for comparison to the cost limitation (line 78 minus line 79) 80.00
81.00 [Inpatient routine service cost per diem limitation 81.00
82.00 [Inpatient routine service cost limitation {line 9 x Tine 81) 82.00
83.00 |rReasconable inpatient routine service costs (see instructions) 83.00
84.00 [Program inpatient ancillary services (see instructions) 84.00
85.00 |utitization review - physician compensation (see instructions) 85.00
86.00 |[rotal Program inpatient operating costs (sum of lines 83 through 85) 86.00
PART, IV - -COMPUTATION. OF DBSERVATION BED PASS THROUGH COST :
87.00 ‘Total observation bed days (see instructions) 0| 87.00
88.00 [adjusted general inpatient routine cost per diem {line 27 = Tine 2) 0.00| 88.00
89.00 jobservation bed cost (1ine 87 x line 88) (see instructions) 0| 89.00

MCRIF32 - 3.2.135.0




Health Financial Systems

RATINBOW MENTAL HEALTH FACILITY

In Lieu of Form CMS5-2552-10

COMPUTATION OF INPATIENT OPERATING COST

Provider CCN: 174010

Period: worksheet D-1
From 07/01/2011
To  06/30/2012 | Date/Time Prepared:

22/27/2012 8:35 am

Title XVIII

Hospital PPS
"7 cost Center Description: - LI Reutine Cost | column-1 ¢ {7 Total i~ "] observation
SR R I I (from line .27) column. 2 Observation Bed Pass "
o R : : ged Costo(from Through Cost
""" 1] Silipe 89) - “i(col, 3 % col.
) e s B 4) {see .
L L e L T T 00 o200 53,00 b 5,000
COMPUTATION OF OBSERVATION 'BED PASS THROUGH COST - - Wriv il mm o f T iy W e
90.00 |capital-related cost 122,96 7,384,507 0.016652 0 0| 90.00
91.00 [Nursing school cost 0 7,384,507 0.000000, 0 0] 91.00
92.00 {Allied health cost 0 7,384,507 0.000000 0 0} 92.00
93.00 [A1T other Medical Education 0 7,384,507 0.000000 0 0; 93.00

MCRIF32 - 3.2.135.0




Health Financial Systems

RAINBOW MENTAL HEALTH FACILITY =

COMPUTATION OF INPATIENT OPERATING COST

Provider cCN: 174010 [ Period:
From 07/01/2011

In Lieu of Form CM$-2552-10

worksheet D-1

To  06/30/2012 | pate/Time Prepared:
12/27/2012 8:35 am
Title XIX Hospital Cost
~Cost center Descrlpt10n o S T S T
21.00

1.

11.
12.
13.

14.

17.
18,
19.
20.

21.
22.

38.
39.
40.
41.

16.

o0

00
00
00
00

00
0o

0o
ao
00
00

PART .I - ALL PROVIDER COMPONENTS“

INPATIENT ‘DAYS .

Inpatient days (1nc1ud1ng pr1vate room days and sw1ng ~-bed days, exc1ud1ng newborn)

Inpatient days (including private room days, excluding swing-bed and newborn days) 11,274
private room days (excluding swing-bed and observation bed days). If you have only private room days, 0
do not complete this line.

Semi-private room days (excluding swing-bed and cbservation bed days) 11,274
Total swing-bed SNF type inpatient days (including private room days) through pecember 31 of the cost 0
reporting period

Total swing-bed SNF type inpatient days (including private room days) after December 31 of the cost 0
reporting peried (if calendar year, enter 0 on this Tine)

FTotal swing-bed NF type inpatient days (including private room days) through December 31 of the cost 0
reporting period

Total swing-bed Nf type inpatient days (including private room days) after becember 31 of the cost 0
reporting period (if calendar year, enter 0 on this line)

Total inpatient days including private rcom days applicable to the program (excluding swing-bed and 344
newborn days)

swing-bed SNF type inpatient days applicable to title XvIII only (including private room days) 0
through pecember 31 of the cost reporting period (see instructions)

swing-bed SNF type inpatient days applicable to title XVIII only (inciluding private room days) after 0
pecember 31 of the cost reporting period (if calendar year, enter 0 on this Tine)

swing-bed NF type inpatient days applicable to titles v or Xix only {(including private room days) 0
through December 31 of the cost reporting period

Swing-bed NF type inpatient days applicable to titles v or XIX only (including private room days) 0
after December 31 of the cost reporting peried (if calendar year, enter 0 on this line)

Mmedically necessary private room days applicable to the Program (excluding swing-bed days) 0
Total nursery days (title v or XIX only) [¢]
Nursery days (title V or XIX un]y) 1]
SWING BED ADJUSTMENT:: . e : R

Medicare rate for swing-bed SNF services app11cab1e to services through December 31 of the cost 0.00
reporting period

Medicare rate for swing-bed SNF services applicable to services after December 31 of the cost 0.00
reporting period

Medicaid rate for swing-bed NF services applicable to services through December 31 of the cost 0.00
reporting period

Medicaid rate for swing-bed NF services applicable to services after December 31 of the cost 0.00
reporting period

Total general inpatient routine service cost (see instructions) 7,384,507
swing-bed cost applicable to SNF type services through December 31 of the cost reporting period (line 0
5 x Hine 17)

swing-bed cost applicable to SNF type services after December 31 of the cost reporting peried (line & 0
x line 18)

swing-bed cost applicable to NF type services through December 31 of the cost reporting periced (line 0
7 x Tine 19)

swing-bed cost applicable to NF type services after December 31 of the cost reporting period (line 8 0
x Hne 20)

Total swing-bed cost (see instructions) 0
General inpatient routine service cost net of sw}ng bed cost (]1ne 21 minus 1ine 26) 7,384,507
PRIVATE ROOM DIFFERENTIAL -ADJUSTMENT " e

General inpatient routine service charges (exc?ud1ng swing-bed charges) 6,214,178
frivate room charges {excluding swing-bed charges) 0
semi-private room charges (excluding swing-bed charges) 6,214,178
General inpatient routine service cost/charge ratio (line 27 + Tine 28) 1.188332
Average private room per diem charge (line 29 + line 3) 0.00
Average semi-private raom per diem charge (line 30 + line 4) 551.20
Average per diem private room charge differential (line 32 minus line 33)(see instructions) 0.00
Average per diem private room cost differential (line 34 x line 31) 0.00
Private room cost differential adjustment (line 3 x line 35) 0
General inpatient routine service cost net of swing-bed cost and private room cost differential (line 7,384,507
27 minus line 36)

PART- II - HOSPITAL AND SUBPROVIDERS ONLY.

PROGRAM "INPATIENT OPERATING COST -BEFORE PASS THROUGH COST ADIUSTMENTS

adjusted general inpatient routine service cost per diem (see instructions) 655.00
program general inpatient routine service cost (1ine 9 x line 38) 225,320
Medically necessary private room cost applicable to the Program (line 14 x line 35) 0
Total Program general inpatient routine service cost (line 39 + 1ine 40) 225,320

10.
11,
12,
13.

14.

i7.
18.

19.

38,
39.
40,
.00

16.

.00
.00
.00

00
00

00

a0
a0

00

00
00
00

MCRIF32 - 3.2.135.0




Health Financial Systems

RAINBOW MENTAL HEALTH FACILITY

In Lieu of Form CM5-2552-10

COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 174010 |[pPeriod: worksheat D-1
From 07/01/2011
To  06/30/2012 | pate/Time Prepared
12/27/2002 8:35 am
Title XIX Hospital CoSt

- Cost-Center pascription: o Total Average Per | Program-Days
S e o Inpatient Daysien {col. L 4 ol

(col. 3 X col.

Program Cost:{ "y ]

R : ccol. 2) B 4) i
T 200 =500 500 .00 ° e
42.00 |NURSERY {title v & XIX only) 42.00
Intensive Care Type Inpatient-Hospital Units ..
43.00 [INTENSIVE CARE UNET 43.00
44.00 |CORONARY CARE UNIT 44,00
45.00 |BURN INTENSIVE CARE UNIT 45.00
46.00 |SURGICAL INTENSIVE CARE UNIT 46.00
47.00 |OTHER SPECIAL CARE (SPECIFY) 47.00
T .Cost Center- Descrlpt]on : ) R :
P : : : o o 1.60 N
48.00 Program 1npat1ent ancillary service cost (wkst D- 3 col. 3, Tine 200) 10,623| 48.00
49.00 |Total Program inpatient costs (sum of 11nes 41 through 48)(see 1nstruct1ons) 235,943 49.00
PASS THROUGH COST ADJUSTHENTS. : ) : L Co
50.00 |pass through costs applicable to Program 1npat1ent routine services (from wkst. D, sum of Parts I and 0| 50.00
II1)
51.00 iPass through costs applicable to Program inpatient ancillary services (from wkst. D, sum of Parts II 0} 51.00
and 1Vv)
52.00 {Total Program excludable cost (sum of 1ines 50 and S1) G| 52.00
53.00 |Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and 0} 53.00
medical education costs (line 49 minus line 52)
ITARGET- AMOUNT AND LIMIT. COMPUTATION . 7w
54.00 [Program discharges 54.00
55.00 [Target amount per discharge 0.00( 5$5.00
56.00 |Target amount (line 54 x line 55) 0| 56.00
57.00 [pifference between adjusted inpatient operating cost and target amount (1ine 56 minus Tine 53) 0| 57.00
58.00 {Bonus payment (see imstructions) | $8.00
59.00 |Lesser of lines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the 0.00( 59.00
market basket
60.00 |Lesser of lines 53/54 or 5% from prior year cost report, updated by the market basket 0.00| 60.00
61.00 {If Jine 53/54 is less than the lower of lines 35, 59 or 60 enter the lesser of 50% of the amount by 0| 61.00
which operating costs (Tine 53) are less than expected costs (lines 54 x 60), or 1% of the target
amount (line 56), otherwise enter zero (see instructions)
62.00 |rRelief payment (see instructions) 0 62.00
63.00 |Allowable Inpatient cost plus incentive payment (see 1nstruct1ons) 0 63.00
PROGRAM - INPATYENT "ROUTINE SWING BED COST Co .
64.00 |Medicare swing-bed SNF -dinpatient routine costs through December 31 of the cost report1ng per1od (see 0i 64.00
instructions){title XvIII only)

65.00 [Medicare swing-bed SNF inpatient routine costs after becember 31 of the cost reporting pericd (See 0f 65.00
instructions) (title XvIII only)

66.00 iTotal Medicare swing-bed SNF dinpatient routine costs (line 64 plus Tine 65)(title XVIII only). For 0| 66.00
CAH (see instructions)

67.00 iTitle v or XiX swing-bed NF inpatient routine costs through December 31 of the cost reporting period 0| 67.00
(Yine 12 x Tine 19)

68.00 |[Title v or XIX swing-bed NF inpatient routine costs after December 31 of the cost reporting period 0| 68.00
(tine 13 x Tine 20)

62,00 |Total title v or XEX swing-bed NF inpatient routine costs (line 67 + line 68) 0] 69.00
PART. IIT - SKILLED NURSING FACILITY, OTHER NURSING FACILITY, AND ICF/MR ONLY .

70.00 [skilled nursing facility/other nursing facility/ICE/MR routine service cost (line 37) 70.00

71.00 |adjusted general +inpatient routine service cost per diem (line 70 + Tline 2} 71.00

72.00 {Program routine service cost (line 9 x Tine 71) 72.00

73.00 |Medically necessary private room cost applicable to Program (line 14 x line 35) 73.00

74.00 |Total Program general inpatient routine service costs (Tine 72 + 1ine 73) 74,00

75.00 |capital-related cost allocated to inpatient routine service costs (from worksheet B, Part IX, column 75.00
26, Tine 45)

76.00 |per diem capital-retated costs (line 75 + line 2) 76.00

77.00 |Program capital-related costs (Tine 9 x Tine 76) 77.00

78.00 |Inpatient routine service cost (line 74 minus line 77) 78.00

79.00 |Aggregate charges to beneficiaries for excess costs (from provider records) 79.00

80.00 [Total Program routine service costs for comparison to the cost limitation (line 78 minus line 79) 80.00

81.00 |Inpatient routine service cost per diem limitation 81.00

82.00 |Inpatient routine service cost limitation (Tine 9 x line 81) 82.00

831.00 |ReasonabTe inpatient routine service costs (see instructions) 83.00

84.00 iprogram inpatient ancillary services (see instructions) 84.00

85.00 [utilization review - physician compensation (see instructions) 85.00

86.00 [Total pProgram inpatient operating costs (sum of lines 83 through 85) 86.00
PART 1V - COMPUTATION OF OBSERVATION ‘BED PASS THROUGH COST =~ i

87.00 [Total observation bed days (see instructions) 0| 87.00

88.00 Adjusted general inpatient routine cost per diem (line 27 = Tine 2) 0.00| 88.00

89.00 {observation bed cost (line 87 x line 88) (see instructions) 0] 89.00

MCRIF32 - 3.2.135.0




Health Financial Systems RAINBOW MENTAL HEALTH FACILITY In Lieu of Form CMS5-2552-10
COMPUTATION OF INPATIENT OPERATING COST provider CCN: 174010 | Pericd: worksheet p-1

From 07/01/2011
To  06/30/2012 | pate/Time Prepared:
12/27/2012 8:35 am

Title XIX Hospital cost
Cost.Center. Description . - omonsulin s Cestioto[.Reutine iCost ] column 14 Total - | Observation |

: Rl e : s R srons v (From Tine :27) - column 2 Observation | “Bed ‘Pass "

. R R T ged Cost (from -Through Cost

- Jccol. 3 x col.
- o) isee | o
: < N L o 7- R R S instruct'i'ons) e
R T T e o L.00 o] 200 T 300 [ 4000 0 3 05000 0 T

COMPUTATION OF -OBSERVATION BED PASS THROUGH COST R R

90.00 |Capital-related cost 0 0 0. 000000 1] 0] 90.00
91.00 |Nursing school cost 0 0 0.000000 4] 0] 91.00
92.00 jAllied health cost 0 0 0.000000 0 0] 92.00
93.00 {All other Medical Education 1] 0 0.600000 0 0} 93.00
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Health Fimancial Systems RAINBOW MENTAL REALTH FACILITY In Lieu of Form CMS-2552-10
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT pProvider CCN: 174010 |period: worksheet D-3

From 07/01/2011
To  06/30/2012 | pate/Time Prepared:
12/27/2012 8:35 am

Title XvIIY Hospital PPS
Cost:Centeribescription .. . w7 {Ratieof ‘Cost | Inpatient Inpatient -
SR TR 1. To ¢charges .. Program- - Program Costs
i) richarges - (coliiliXicol.
R LI L L 2.00 - 3,00
INPATIENT. ROUTINE SERVICE:COST CENTERS - '~ : S : e i L o
30.00 [03000]ADULTS & PEDIATRICS i | 950, 751l 30.00
IANCILLARY. SERVICE COST:CENTERS - i : O SR et Gl :
54.00 [05400] RADIOLOGY-DEAGNOSTIC 9.117459 589 5,370; 54.00
60.00 |{06000| LABORATORY 0.939312 13,202 12,401 60.00
66.00 |06600| PHYSICAL THERAPY 1.071685 0 0l 66.00
68.00 |06800|SPEECH PATHOLOGY 0.000000 0 0! 68.00
68.01 |06B02(CUTSIDE MEDICAL COST 0.000000 0 0j 68.01
69.00 |06900] ELECTROCARDIOLOGY 1.363252 561 765) 69.00
70.00 |07000} ELECTROENCEPHALOGRAPHY 0.000000 o 0| 70.00
71.00 (07100 MEDICAL SUPPLIES CHARGED TOQ PATIENT 0.0000060 0 0] 71.00
73.00 [07300{DRUGS CHARGED TO PATIENTS 1.183092 44,013 52,071] 73.00
OUTPATIENT :SERVICE COST CENTERS . R :
88.00 |08800] RURAL HEALTH CLINIC 0.000000 0| 88.00
89.00 [08900] FEDERALLY QUALIFIED HEALTH CENTER 0.000000 0| 89.00
89,01 |08901i FQHC 1Y 0.000000 0| 89.01
89.02 08902 FQHC IXY 0.000000 0| 89.02
90.00 {09000, CLINIC 0.665600 0 0| 90.00
91,00 09100 EMERGENCY 1.075100 0 0 91.00
92.00 109200, 0BSERVATION BEDS (NON-DISTINCT PART 0.000000 0 of 92.00
200.00 Total {sum of lines 50-94 and 96-98) 58,365 70,607(200.00
201,00 Less PBP Clinic Laboratory Services-Program only charges (line 61) 0 201.00
202,00, Met charges (line 200 minus line 201) 58, 365 202.00
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Health Financial Systems

RAINBOW MENTAL HEALTH FACILITY

In Lieu of Form CM§-2552-10

INPATIENT ANCILLARY SERVICE COST APPORTIONMEN provider CON: 174010 |Period: worksheet D-3
From 07/01/2011
To  06/30/2012 | bate/Time Prepared:
12/27/2012 8:35 am
Title XiX Hospital Cost
- Cost-Center Description - v oo |Ratio .of Cost] . Inpatient | . Inpatient :
el SUTRL T T T “}7To charges i: 'program . iProgram Costs
ooy i charges T (eelit X col.
R S o T S W 3.00 —
INPATIENT -ROUTINE SERVICE COST CENTERS T LTI T T L :
30.00 {03000[ADULTS & PEDIATRICS | | [ 30.00
IANCILLARY SERVICE COST CENTERS S e
54.00 (05400| RADIOLOGY-DIAGNOSTIC 9,117459 0 0| 54.00
60.00 |06000| LABORATORY 0.939312 1,848 1,736| 60.00
66.00 |06600} PHYSICAL THERAPY 1.071685 0 0} 66.00
68.00 |06800;SPEECH PATHOLOGY 0.000000 0 0! 68.00
68.01 j06802;0UTSIDE MEDICAL COST 0.000060 0 0! 68.01
69.00 {06900] ELECTROCARDIOLOGY 1.363252 0 0! 69.00
70.00 {07000 ELECTROENCEPHALOGRAPHY 0.000000 0 0] 70.00
71.00 ;07100 MEDICAL SUPPLIES CHARGED TO PATIENT 0.000000 0 0| 71.00
73.00 [07300[DRUGS CHARGED TO PATIENTS 1.183092 7,512 8,887 73.00
OUTPATIENT SERVICE COST CENTERS ST AR L
88.00 |08800|RURAL HEALTH CLINIC 0.000000 0 0| 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0.000000 0 0] 89.00
89.01 |08901 FQHC II ¢.000000 0 0] 89.01
89.02 |08902; FQHC III 1.729190 0] 0 89.02
90.00 {09000] CLINIC 0.665600 0 0} 90.00
91.00 [D9100| EMERGENCY 1.075100 0 0} 91.00
92.00 09200 OBSERVATION BEDS {NON-DISTINCT PART 0.000000 0 0] 92.00
200.00 Total (sum of lines 50-94 and 96-98) 9,360 10,623|200.00
201.00 Less PBP Clinic Laboratory Services-Program only charges (line 61) 0 201.00
202.00 Net Charges (1ine 200 minus line 201) 9,360 202.00
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Heatth Financial Systems _ RAINBOW MENTAL HEAETH FACILITY . 1In tieu of Form CM5-2552-10
CALCULATION OF REIMBURSEMENT SETTLEMENT provider CCN: 174010 |Period

From 07/01/2011
To  06/30/2012

worksheet E

Part B

pate/Time Prepared:
12/27/2012 8:35 am

[ I LN, Y, I NIV N
(=1
L=

Title XVIII Hospital E __PPS
PART B ~ MEDICAL AND - OTHER HEALTH -SERVICES - Lo -
Medical and other services (see instructions) 0| 1.00
Medical and other services reimbursed under OPPS (see instructions) 4,756 2.00
PPS payments 2,245 3.00
outlier payment (see instructions) 0 4.00
Enter the hospital specific payment to cost ratio (see instructions) 0.000: 5.00
Line 2 times line 5 0, 6.00
sum of 1ine 3 plus line 4 divided by Tine G 0.00; 7.00
Transitional corridor payment (see instructions) 0/ 8.00
ancillary service other pass through costs from wWorksheet 0, Part Iv, column 13, Tine 200 0 9.00
organ acquisitions 0| 10.00
Total cost (sum of Tines 1 and 10) (see 1nstruct1ons) 0| 11..00
COMPUTATION OF LESSER QOF COST OR CHARGES : LRT e e T T e e e :
Reasonable charges -
Ancillary service charges 0] 12.00
organ acquisition charges (from wWorksheet p-4, Part 11X, line 69, col. 4) 0] 13.00
Total reasonable charges (sum of 11nes 12 and 13) 0] 14.00
Customary - chargés. . i - e
Aggregate amount actua11y co11ected From patients 11ab1e for payment for services on a charge bas1s 0! 15.00
amounts that would have been realized from patients liable for payment for services on a chargebasis 0 16.00
had such payment been made in accordance with 42 CFR 413.13(e)
gatio of Tine 15 te line 16 (not to exceed 1.000000) 0.000000} 17.00
Total customary charges (see instructions) 0 18.00
Excess of customary charges over reasonable cost (complete only if line 18 exceeds 1ine 11} (see 0 19.00
instructions)
Excess of reasonable cost over customary charges (complete only if line 11 exceeds line 18) (see 0| 20.00
instructions)
tesser of cost or charges (line 11 minus Tine 20) (for CAH see instructions) 0| 21.00
Interns and residents (see instructions) 0| 22.00
Cost of teaching physicians (see instructions, 42 CFR 415.160 and CMS Pub. 15-1, section 2148) 0| 23.00
Total prospective payment (sum of lines 3, 4, 8 and 9) 2,245| 24.00
COMPUTATION OF REIMBURSEMENT SETTLEMENT - : )
pDeductibles and coinsurance (for CaH, see 1nstruct1ons) 0} 25.00
pDeductibles and Coinsurance refating to amount on Tine 24 (for CAM, see instructions} 0 26.00
subtotal {{1ines 21 and 24 - the sum of Tines 25 and 26) plus the sum of lines 22 and 23} (for CaH, 2,245 27.00
sea instructions)
Direct graduate medical education payments {from worksheet E-4, Tine 50} 0] 28.00
ESRD direct medical education costs (from worksheet E-4, line 36) 01 29.00
subtotal (sum of lines 27 through 29) 2,245! 30.00
Primary payer payments 0| 31.00
subtotal (Tine 30 minus line 31) 2,245 32.00
IALLOWABLE .BAD DEBTS. . (EXCLUDE BAD DEBTS FOR-PROFESSIONAL SERVICES)
Composite rate ESRD (from worksheet I-5, line 11) 0| 33.00
Allowable bad debts (see instructions) 0] 34.00
Adjusted reimbursable bad debts (see instructions) 0] 35.00
Allowable bad debts for dual eligible beneficiaries (see instructions) 0] 36.00
subtotal (sum of lines 32, 33, and 34 or 35) (line 35 hospital and subprovider only) 2,245] 37.00
MSP-LCC reconciliation amount from PS&R 0} 38.00
OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0} 39.00
RECOVERY OF ACCELERATED DEPRECIATION 0} 39.99
Subtotal (line 37 plus or minus lines 39 minus 38) 2,245 40.00
Interim payments 2,245 41.00
Tentative settlement (for contractors use only) 0] 42.00
Batance due provider/pregram (line 40 minus the sum of Tines 41, and 42) 0| 43.00
Protested amounts (nona?]owab]e cost report 1tems) in accordance w1th CMS Pub. 15-II, sectlon 115 2 0] 44.00
TO BE COMPLETED BY CONTRACTOR. - : T L
original outlier amount (see 1nstruct1ons) 0] 90.00
outlier reconciliation adjustment amount (see instructions) 0} 91.00
The rate used to calculate the Time value of Monay 0.00, 92.00
Time value of Money (see instructions) 0! 93.00
Total {sum of lines 91 and 93) 0! 94.00
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Health Financial Systems
CALCULATION OF REIMBURSEMENT SETTLEMENT

 RATNBOW MENTAL_HEALTH FACILITY

Provider CCN: 174010

Period:
From 07/01/2011
To  06/30/2012

vorksheet E
part 8

In Lieu of Form CMS-2552-10

pate/Time Prepared:
12/27/2012 §:35 am

PPS

Title XviII

| Hospital _

overrides

WORKSHEET. OVERRIDE VALUES ~~~ = 1l 70 o

1,00

112.00ioverride of ancillary service chargés (1ine 12)
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Health Financial Systems

RAINBOW MENTAL HEALTH FACILITY

In Lieu of Form M$-2552-10

ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED

provider CCN: 174010

Period:
From 07/01/2011
To 06/30/2012

worksheet £-1

Part I

pate/Time Prepared:

12/27/2012 8:35 am _
Title XvIII Hosp1ta1 PPS
Inpatlent Part A Part B =
mm/dd/yyyy Amount mm/dd/yyyy Amount
. s o o ) R 100 22,00 .3.00 - 4.00° :
1.00 |{Total interim payments paid to provider 1,113,115 2,245| 1.00
2,00 |Interim payments payable on individual bills, either 0 ol 2.00
submitted or to be submitted to the contractor for
services rendered in the cost reporting period. IF none,
write "NONE" or enter a zero
3.00 ([List separately each retroactive lump sum adjustment 3.00
amount based on subseguent revision of the interim rate
for the cost reporting period. Also show date of each
payment. If none, write "NONE" or enter a zero. (1) _
Program to. Prov1der . e i
3.01 |ADJUSTMENTS TO PROVIDER 0] 0| 3.01
3.02 Q 0| 3.02
3.03 i; 0] 3.03
3.04 0 0l 3.04
3.05 0 0} 3.05
Provider to Program R NN LT _
3.50 [ADIUSTMENTS TO PROGRAM 0 0 3.50
3.51 0 0; 3.51
3.52 0 0] 3.52
3.53 0 0] 3.53
3.54 0 0f 3.54
3.99 subtotal (sum of lines 3.01-3.49 minus sum of lines 0 0] 3.99
3.50-3.98)
4.00 |[Total interim payments (sum of lines I, 2, and 3.99) 1,113,115 2,245| 4.00
{transfer to wkst. E or wkst., E-3, line and column as
|appropriate)
IT0 BE .COMPLETED ‘BY CONTRACTOR .~ -
5.00 |[List separately each tentative 5ett1ement payment after 5.00
desk review. Also show date of each payment. If none,
write "HNONE" or enter a zero (1)
Program-to Provider R T T
5.01 |TENTATIVE TO PROVIDER 0 0} 5.0
5.02 0 0] 5.02
5.03 0 0] 5.03
Provider ‘£o Program C i
5.50 |TENTATIVE TO PROGRAM 0 0| 5.50
5.51 y; 0| 5.51
5.52 0 0| 5.52
5.99 |subtotal (sum of lines 5.01-5.49 minus sum of lines 0 0] 5.99
5.50-5.98)
6.00 [Determined net settlement amount (batance due) based on 6.00
the cost report. (1)
6.01 |SETTLEMENT TO PROVIDER 31,869 0 6.01
6.02 [SETTLEMENT TO PROGRAM 0 0 6.02
7.00 [votal Medicare program 1iability (see instructions) 1,144,984 2,2451 7.00
T et — : ; e TLY Lo contractor U Tpate [
. S Number.. . (Mo/DayIVr)
RN : R i S 1,00 2,00 s
8.00 [Name of Contractor 8.00
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Health Financi

Financial Systems _ RAINBOW MENTAL HEALTH FACILITY In Lieu of Form cM5-2552-10

CALCULATION OF REIMBURSEMENT SEFTLEMENT provider CCN: 174010 |Period

From 07/01/2011
To  06/30/2012

worksheet E-3

part II

pate/Time Prepared:
12/27/2012 8:35 am

Title XvIiX Hospital ___pPS
- : . '-.:100

PART 11~ MEDICARE PART A SERVICES - IPF-PPS- . - e S -
1.00 |Net Federal IPF PPS Payments (excluding outlier, ECT, and medical education payments) 1,181,201 1.00
2.00 |Net IPF PPS Outlier Payments of 2.00
3.00 |[Net IPF PPS ECT Payments 0| 3.00
4.00 |unweighted intern and resident FTE count in the most recent cost report filed on or before November 0.00| 4.00

15, 2004. (see instructions)
4.01 [cap increases for the unweighted intern and resident FTE count for residents that were displaced by 0.00| 4.01

program or hospital closure, that would not be counted without a temporary cap adjustment under

§412.424(d) QY G (R (L) or (2) (see instructions)
5.00 |New Teaching program adjustment. (see instructions) 0.00, 5.00
6.00 {current year's unweighted FTE count of I&R other than FTEs in the first 3 years of a "new teaching 0.00 6.00

program”. (see inst.)
7.00 Current year's unweighted I&R FTE count for residents within the first 3 years of a "new teaching 0.00{ 7.00

program”. (see inst.)
8.00 |Intern and resident count for IPF PPS medical education adjustment (see instructions) 0.00| 8.00
9.00 |Average baily Census (see instructions) 30.803279( 9.00
10.00 [Medical Education adjustment Factor {{{1 + (line 8/¥ine 9)) raised to the power of .5150 -1}. 0.000000| 10.00
11.00 |Medical Education Adjustment (line 1 multiplied by Tine 10). 0| 11.00
12.00 |Adjusted Net IPF PPS Payments (sum of lines 1, 2, 3 and 11) 1,181,201] 12.00
13.00 |Nursing and Allied Health Managed Care payment (see instruction) 0] 13.00
14.00 |organ acquisition 0} 14.00
15.00 |cCost of teaching physicians (from worksheet 0-5, Part II, column 3, Tine 20) (see instructions} 0} 15.00
16.00 |subtotal (see instructions) 1,181,201 16.00
17.00 {Primary payer payments 0} 17.00
18.00 jsubtotal (line 16 less Tine 17). 1,181,201 18.00
19.00 |peductibles 53,147{ 19.00
20.00 |subtotal (line 18 minus line 19) 1,128,054 20.00
21.09 |Coinsurance 57,439| 21.00
22.00 [subtotal (1ine 20 minus Tine 21) 1,070,615] 22.00
23.00 [Allowable bad debts (exclude bad debts for professional services) (see instructions) 106,241 23.00
24.00 |Adjusted reimbursable bad debts (see instructions) 74,369| 24.00
25.00 |Allowable bad debts for duval eligible beneficiaries (see instructions) 76,451] 25.00
26.00 |subtotal (sum of Tines 22 and 24) 1,144,984| 26.00
27.00 |pirect graduate medical education payments (from Worksheet £-4, line 49) 0| 27.00
28.00 |other pass through costs (see instructions) 0 28.00
29.00 |outlier payments reconciliation 0} 29.00
30.00 |OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0! 30.00
30.99 [Recovery of Accelerated Depreciation 0, 30.99
31.00 iTotal amount payable to the provider (see instructions) 1,144,984, 31.00
32.00 (Interim payments 1,113,115 32.00
33.00 {Tentative settlement (for contractor use only) : 0] 33.00
34.00 {BaTance due provider/program (1ine 31 minus the sum Tines 32 and 33) 31,869] 34.00
35.00 [protested amounts (nonallowable cost report 1tem5) in accordance w1th CMS Pub 15 2, section 115 2 0] 35.00

iTO BE - COMPLETED BY.- CONTRACTOR : :
50.00 [original outlier amount from worksheet E 3 Part 11, 'hne 2 0| 50.00
51.00 [outlier reconciliation adjustment amount (see mstructwns) Q| 51.00
52.00 [The rate used to calculate the Time value of Money 0.00( 52.00
53.00 |Time value of Money (see instructions) 0f 53.00

MCRIF3Z2 - 3.2.135.0




Health Financial Systems

RAINBOW MENTAL HEALTH FACTILITY

~In tieu of Form CMS-2552-10

CALCUEATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 174010 |Period: worksheet E-3
From 07/01/2011 | Part vII
To  06/30/2012 | pate/Time Prepared:
B ) 12/27/2012 8:35 am _
Title XIX Hospital Cost
R “Inpatient - | -Outpatient.
: ; SR T ! R e T 2.00 -
PART VII - (‘J\LCULATION OF REIMBURSEMENT - ALL OTHER HEALTH SERVICES FOR TITLES v OR XIX SERVICES N
COMPUTATION OF NET  COST. OF COVERED SERVICES -~ : R
1.00 |Inpatfent hospital/SNF/NF services 235, 943 1.00
2.00 |Medical and other services 0| 2.00
3.00 |{organ acquisition (certified transplant centers only) 1] 3.00
4.00 |subtotal (sum of lines 1, 2 and 3) 235,943 0| 4.00
5.00 |Inpatient primary payer payments 0 5.00
6.00 |outpatient primary payer payments 0] 6.00
7.00 |subtotal (line 4 less sum of lines 5 and 6) 235,943 01 7.00
COMPUTATION OF LESSER OF COST OR CHARGES, e
Reasonable charges R
8.00 |Routine service charges 189,544 8.00
9.00 |ancitlary service charges 9,360 0: 9.00
10.00 jorgan acquisition charges, net of revenue 0 10.00
11.00 jIncentive from target amount computation 0 11.00
12.00 ;Total reasonable charges (sum of 'I1nes 8 through 11) 198,904 0| 12.00
CUSTOMARY ‘CHARGES: LT R
13.00 iamount actually collected from pat1ents liable for payment ﬁ:r services on a charge 0 0f 13.00
basis
14.00 |amounts that would have been realized from patients liable for payment for services on 0 0| 14.00
a charge basis had such payment been made in accordance with 42 CFR 413.13(e)
15.00 |ratio of line 13 to line 14 {not to exceed 1.000000) 0.000000 0.000000( 15.00
16.00 |Total customary charges (see instructions) 198,904 0] 16.00
17.00 |Excess of customary charges over reasonable cost (complete only if line 16 exceeds 0 0| 17.00
Hne 4) (see instructions)
18.00 |Excess of reasonable cost over customary charges (complete only if line 4 exceads Tline 37,03¢ 0} 18.00
16) (see instructions)
19.00 |Interns and Residents (see instructions) 0} 19.00
20.00 |cost of Teaching Physicians (see instructions) 0] 20.00
21.00 [Cost of covered services (enter the lesser of line 4 or line 16) 198,904 0] 21.00
PROSPECTIVE ‘PAYMENT .AMOUNT .~ Lines 22 through 26 must only beé completed-for -PPS providers. :
22.00 |other than outlier payments 0] ] 22.00
23.00 {outlier payments 0 0| 23.00
24.00 |Program capital payments 0 24.00
25.00 |capital exception payments {see instructions) 0 25.00
26.00 |Routine and Ancillary service other pass through costs 0 0| 26.00
27.00 |subtotal (sum of lines 22 through 26) 0 0] 27.00
28.00 |customary charges (title v or XIX PPS covered services only) 0 0] 28.00
29.00 |Titles Vv or X1X (sum of lines 21 and 27) 198,904 0] 29.00
COMPUTATION OF 'REIMBURSEMENT SETTLEMENT o
30.00 |Excess of reasonable cost (from 1ine 18) 37,039 0} 30,00
31.00 |subtotal (sum of 1ines 19 and 20, plus 29 minus lines S and 6) 198,904 0 31.00
32.00 ipeductibies 0 0} 32.00
33.00 (Coinsurance 0 0{ 33.00
34.00 [Allowable bad debts (see instructions) 0 0 34.00
35.00 jutilization review 0 35.00
36.00 |subtotal (sum of Tines 31, 34 and 3% minus sum of lines 32 and 33) 198,904 0| 36.00
37.00 |[OTHER ADJUSTMENTS (SEE INSTRUCTIONS) {(SPECIFY) 1} 0] 37.00
38.00 [subtotal (line 36 x Tine 37} 198,904 0| 38.00
39.00 [pirect graduate medical education payments (from wkst. E-4) 0 39.00
40.00 |Total amount payable to the provider (sum of lines 38 and 39) 198,904 0| 40.00
41.00 |Interim payments 89,468 0] 41.00
42.00 |Balance due provider/program (line 40 minus 41) 109,436 0! 42.00
43.00 |protested amounts Cnonallowable cost report items) in accordance with C€MS Pub 15-2, 0 0} 43.00
section 115.2
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Health Financial Systems

RATNBOW MENTAL HEALTH FACILITY

In Lieu of Form CMS$-2552-10

BALANCE SHEET (If you are nonproprretary and do not maintain Provider CCN: 174010 | Period: worksheet G
fund-type accounting records, complete the General fFund column only) From 07/01/2011 .
To 06/30/2012 | pate/Time Prepared:
12/27/2012 8§:35 am
Gener‘a] Fund . specific - [Endowment Fund] “Plant Fund .| -
----- PUIpOSE ‘Fund S : S : .
Ll DR T : 1 [1;0] 2,00 ~3,00 o) 4,00
CURRENT 'ASSETS "' S ]
1.00 icash on hand in banks 1,367,870 0 0 0| 1.00
2.00 |Temporary investments 0 0 0| 2.00
3.00 |iNotes receivable 0 0 o, o 3.00
4.00 iAccounts receivable 269,418 0 0 0| 4.00
5.00 :other receivable 0 0 a o 5.00
6.00 jAllowances for uncollectible notes and accounts receivable 0 0 0 0| 6.00
7.00 jInventory 0 0 1] 0| 7.00
8.00 iprepaid expenses 0 0 0 0| &.00
9.00 |other current assets 0 0 0 0] 9.00
10.00 {pue from other funds 0 0 0 0| 10.00
11.00 [Total current assets (sum of 'hnes 1 -10) 1,637,288 1) 0 0] 11.00
FIXED ASSETS . e ST e o
12.00 |Land 390,000 0 0 0| 12.00
13.00 [Land improvements 400, 266 0 0 0] 13.00
14.00 |Accumulated depreciation -399,786 0 0 0| 14.00
15.00 [Buildings 5,885,957 0 0 0] 15.00
16.00 [Accumulated depreciation -4,917,079 0 0 0] 16.00
17.00 |Leasehold improvements 0 0 0 0| 17.00
18.00 |Accumulated depreciation 0] 0 0 0| 18.00
19.00 |Fixed equipment 491,293 0 0 0| 19.00
20.00 |Accumulated depreciation -396,024 0 0 0] 20.00
21.00 (Automobites and trucks 0 0 0 0] 21.00
22.00 [accumulated depreciation 0 0 0| 22.00
23.00 |Major movable equipment h; 0 0 0| 23.00
24.00 |Accumulated depreciation 0] 0 Q 0| 24.00
25.00 |Minor eguipment depreciable 0 0 Q 0] 25.00
26.00 |Accumulated depreciation 0 0 0 0| 26.00
27.00 |HIT designated Assets 0 0 0 0| 27.00
28.00 |Accumulated depreciation 0 0 0 0| 28.00
29,00 |Minor equipment-nondepreciable 0 0 0 0| 29.00
30.00 |Total fixed assets (sum of 11nes 12 29) 1,454,627 0 0 0] 30.00
OTHER 'ASSETS - - S : L . o S
31.00 |[Investments 0 0 0 0] 31.00
32,00 |peposits on leases 0 0 0 0] 32.00
33.00 |pue from owners/fofficers 0 0 0 0] 33.00
34,00 {other assets v; 0 0 0| 34.00
35.00 |Total other assets (sum of Tines 31-34) o 0 0 0| 35.00
36.00 Total assets (sum of hnes 11 30 and 35) 3, 091 915 0 0 0] 36.00
CURRENT 'LIABILITIES ~ - .- o - i i
37.00 |Accounts payable 39,49? 0 0 0| 37.00
38.00 {salaries, wages, and fees payable 0 0 0 0] 38.00
39.00 {Payroll taxes payable 0, 0 0 0} 39.00
40.00 |Notes and loans payable (short term) 0 0 0 0} 40.00
41.00 |peferred income 0 0 0 0] 41.00
42.00 |Accelerated payments 0 42.00
43.00 |{pbue to other funds v 0 43.00
44.00 {othar current liabilities 0, 0 0 0| 44.00
45.00 |Total current 11ab111t1e5 (sum of 'I1nes 37 thru 44) 39 497 0 45.00
LONG TERM LIABILITIES - :
46.00 |Mortgage payable 0 [ 0 0} 46.00
47.00 |Notes payable 0 [ 0 0} 47.00
48.00 |unsecured loans 0 0 0 0l 48.00
49.00 (other long term Tiabilities 0 0 0 0| 49.00
50.00 |Total long term Tiabilities (sum of Tines 46 thru 49 0 0 0 0} 50.00
51.00 |Total liabilites (sum of lines 45 and SD) 39,497 0 0) 0} 51.00
CAPITAL ACCOUNTS AR . - o e -
52.00 |General fund balance 3,052,418 52.00
53.00 |specific purpose fund 0 53.00
54.00 |ponor created - endowment fund balance - restricted 0 54.00
55.00 |ponor created - endowment fund balance - unrestricted 0 55.00
56.00 |Governing body created - endowment fund balance 0 56.00
57.00 |plant fund balance - invested in plant 0} 57.00
58.00 |plant fund balance - reserve for plant improvement, 0] 58.00
replacement, and expansion
59,00 |Total fund balances (sum of Tlines 52 thru 58) 3,052,418 0 0 0} 59.00
60.00 |Total liabilities and fund balances (sum of lines 51 and 3,091,915 1] 0 0} 60.00
59)
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Health Financial Systems

RAINBOW MENTAL HEALTH FACILITY

In Lieu of Form CM5-2552-10

STATEMENT OF CHAMNGES IN FUND BALANCES

Provider CCN: 174010

Period:
From 07/01/2011

worksheet G-1

To 06/30/2012 | pate/Time Prepared:
_ 12/27/2012 8:35 am

. General Fund - ‘Special -purpose :Fund LIRS RN
ST ; LR R 11,00 o200 - -3.00 4,00 : s
1.00 [Fund balances at beginning of period -2,227,247 0 1.00
2,00 |Net income (loss) (from wkst. G-3, line 29) 5,279,665 2.00
3.00 |[Total {sum of tine 1 and line 2) 3,052,418 0 3.00
4,00 |Additions (credit adjustments) (specify) 0 0 4,00
5.00 0 0 5.00
6.00 0 0 6.00
7.00 0 0 7.00
8.00 0 0 8.00
9.00 0 0 9.00
10.00 |[Total additions (sum of Tine 4-9) 0 0 10.00
11.00 [subtotal (line 3 plus line 10) 3,052,418 0 11.00
12.00 |peductions (debit adjustments) (specify) 0 0 12.00
13.00 0 0 13.00
14.00 0 0 14,00
15.00 o 0 15.00
16.00 0 0 16.00
17.00 0 0 17.00
18.00 |Total deductions (sum of lines 12-17) 0 0 18.00
19.00 |Fund balance at end of period per balance 3,052,418 0 19.00

sheet (Tine 11 minus Tine 18)
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Health Financial Systems RAINBOW MENTAL HEALTH FACILITY In Lieu of Form €M§-2552-10
STATEMENT OF CHANGES IN FUND BALANCES Provider CCN: 174010 | Period: worksheet G-1

From (7/01/2011
To 06/30/20172 | Date/Time Prepared:
12/27/2012 8:35 am

i Endowment Fund o o Plant Fund oo

Lo L ) AR 5.00 - 06,00 o) 700 8.00

1.00 |Fund balances at beginning of period 0 0 1.00
2.00 |Net dincome (loss) (from wkst. G-3, 1ine 292 2.00
3.00 |votal (sum of l1ine 1 and line 2) [¢] 0 3.00
4,00 |Additions (credit adjustments) (specify) 0 0 4.00
5.00 0 0 5.00
6.00 0 0] 6.00
7.00 0 0] 7.00
8.00 0 0 8.00
9.00 0 0 9,00
10.00 |Total additions (sum of line 4-9) 0 0 10.00
11.00 |subtotal (line 3 plus Tine 10) 0 0 11,00
12.00 |peductions {debit adjustments) (specify) W] 0 12.00
13.00 0 0 13.00
14.00 0 0 14.00
15.00 0 0 15.00
16.00 0 0 16.00
17.00 0 0 17.00
18.00 |Total deductions (sum of tines 12-17) 0 0 18.00
19.00 |Fund balance at end of period per balance ) o] 19.00

sheet (1ine 11 minus Tine 18)
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Health Financial Systems
STATEMENT OF PATIENT REVENUES AND OPERATING EXPENSES

RAINBOW MENTAL HEALTH FACILITY

In Lie

4 of Form CM5-2552-10

provider CCN: 174010

period:
From 07/01/2011

worksheet G-2
Parts I & IT

To  06/30/2012 | Date/Time Prepared:
_ 12/27/2012 8:35 am _
" gost Center Description. »& . 0 oo S TN T Tznpatient | Coutpatient | Total - D
: . oo : : T : j R BT R T | 3.00 . . i
PART X --PATIENT REVENUES i : R Y - .
Genaral. Inpatient Routine Services e . .
1.00 [Hospital 6,214,178 6,214,178} 1.00
2.00 |SUBPROVIDER - IPF 2.00
3.00 ([SUBPROVIDER - IRF 3.00
4.00 |SUBPROVIDER 4.00
5.00 |swing bed - SNF 0 o 5.00
6.00 |swing bed - NF 0 0| 6.00
7.00 ISKILLED NURSING FACILITY 0 0| 7.00
8.00 NURSING FACILITY 0 0| 8.00
9.00 {OTHER LONG TERM CARE 9.00
10.00 |Total general inpatient care services (sum of lines 1-3) 6,214,178 6,214,178] 10.00
Intensive Care Type Inpatient Hospital Services ~ D e e
11.00 |INTENSIVE CARE UNIT 11.00
12.00 |CORONARY CARE UNIT 12.00
13.00 |BURN INTENSIVE CARE UNIT 13.00
14.00 |SURGICAL INTENSIVE CARE UNIT 14.00
15.00 |OTHER SPECIAL CARE (SPECIFY) 15.00
16.00 {Total intensive care type inpatient hospital services (sum of lines 0, 0| 16.00
11-15)
17.00 |Total inpatient routine care services (sum of lines 10 and 16) 6,214,178 6,214,178 17.00
18.00 |Ancillary services 573,854 6,000 579,854| 18.00
19.00 |outpatient services 0 0 0f 19.00
20.00 |RURAL HEALTH CLINIC 0 0 0i 20.00
21.00 |FEDERALLY GUALIFIED HEALTH CENTER 0 0 0! 21.00
21.01 |FQHC EI 0 0 0: 21.01
21,02 |FQHC IIT 4] 0 0 21.02
22,00 :HOME HEALTH AGENCY 0 0] 22.00
23,00 |AMBULANCE SERVICES 23.00
24,00 i CMHC 0 0| 24.00
25.00 |AMBULATORY SURGICAL CENTER (D.P.) 0 0 0| 25.00
26.00 |HOSPICE 0 0 0| 26.00
27.00 |OTHER (SPECIFY) 0 0 0| 27.00
28.00 |Total patient revenues (sum of lines 17-27)(tramsfer column 3 to wkst. 6,788,032 6,000 6,794,032 28.00
G-3, tine 1)
PART XY - GPERATING ‘EXPENSES EER .
29.00 |operating expenses (per wkst. A co1umn 3, Hne 200) 7,452,772 29.00
30.00 {ADD (SPECIFY) 0 30.00
31.00 0 31.00
32.00 0 32.00
33.00 v; 33.00
34.00 0 34.00
35.00 0 35.00
36.00 [Total additions (sum of Tines 30-35) 0 36.00
37.00 |DEDUCT (SPECIFY) 0 37.00
38.00 0 38.00
39.00 0 39.00
40,00 0 40.00
41.00 0 41.00
42.00 |Total deductions (sum of lines 37-41) 0 42.00
43.00 |Total operating expenses (sum of lines 29 and 36 minus line 42)(transfer 7,452,772 43.00
to wkst. G-3, Tline 4)
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Health Financial Systems

RAINBOW MENTAL HEALTH FACILITY

In Lieu of Form CM5-2552-10

STATEMENT OF REVENUES AND EXPENSES

Provider CCN: 174010

period:
From 07/01/2011
To  06/30/2012

worksheet G-3

pate/Time Prepared:

12/27/2012 8:35 am

1.00 |rotal patient revenues (from wkst. G-2, part I, column 3, i1ine 28) 6,794,032 1.00
2.00 |Less contractual allowances and discounts on patients' accounts 0} 2.00
3.00 [Met patient revenues (lina 1 minus line 2) 6,794,032} 3.900
4.00 |Less total operating expenses (from wkst. G-2, Part II, line 43) 7.452,772] 4.00
5.00 |Net income from service to patients (line 3 minus line 4) -658,740| 5.00
6.00 |Contributions, donations, bequests, etc 0| 6.00
7.00 |Income from investments 0l 7.00
8.00 |Revenues from telephone and telegraph service 0; 8.00
9.00 |Revenue from television and radio service 0} 9.00
10.00 |purchase discounts 0i 10.00
11.00 jrebates and refunds of expenses 2,791 11.00
12.00 (parking Jot receipts 0] 12.00
13.00 {Revenue from laundry and 1linen service 0] 13.00
14.00 |Revenue from meals sold to employees and guests 0] 14.00
15.00 |Revenue from rental of Tiving quarters 0} 15,00
16.00 |Revenue from sale of medical and surgical supplies to other than patients 0} 16.00
17.00 |Revenue from sale of drugs to other than patients 0y 17.00
18.00 |Revenue from sale of medical records and abstracts 814( 18.00
19.00 {Tuitton (fees, sale of textbooks, uniforms, etc.) 0| 19.00
20,00 {Revenue from gifts, flowers, coffee shops, and canteen 0l 20.00
21.00 |Rrental of vending machines 0! 21.00
22.00 |Rental of hospital space 0 22.00
23.00 |Governmental appropriations 5,934,800 23.00
24.00 |OTHER (SPECIFY) 0! 24,00
25.00 |Total other income (sum of lines 6-24) 5,938,405] 25.00
26.00 |Ttotal (Tine 5 plus 1ine 25) 5,279,665| 26.00
27.00 |OTHER EXPENSES (SPECIFY) 0| 27.00
28.00 ;Total other expenses (sum of line 27 and subscripts) 0| 28.00
29.00 {Net income (or loss) for the period (Tline 26 minus 1ine 28) 5,279,665} 29.00
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